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- { il oreword -
~ We find: ourselves ata crossroads On the one hand blood 4
lead levels in the U:S. populanon continue to decline, offenng o
~the hope thatlead poisoning can be eliminated in the nottoo
~ - distant future. On the other hand, children; who are most’ e
vulnerable to the harmful effects of lead, continue.tobe -~
. exposed to this toxicant at an unacceptable rate. Some
890,000 USS. children have lead levels high enough to cause
adverse effects on their ability to learn, mainly because of
-’exposure to deterroratmg lead-based paint in their homes To .
- better protect our children, we must step up our effons to .
-identify those with-elévated blood lead levels S0 that they can
. receive the care they need ' , :

At present to'o many. children with elevated lead
levels are not being identified. More effective screen-- -
mg is-necessary and must be focused where children are most

~ likely to benefit. The policy outlined in this document has
two main purposes: to increase screening and follow-up care -
of children who most need these services, and to help com- ,‘
munities pursue the most appropriate approach to the preven- " ..
tion of childhood lead poisoning. In some places the level of
risk for lead exposure may not justify the screening of all "
childreri. In many other places, more screening than is cur-
rently being done will be necessary :

The process descnbed in the pages that follow yvﬂl succeed
or fail to the extent that it is embraced by state and local
health departrnents Medrcard agencres health—care pr0v1ders

Screening .Young Children for Lead Pozsomng I ‘v
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and other commumty mernbers Chapter 3 contams our
recommendations for developmg screening that is responswe
to community situations and needs. We believe that the
community should be involved in plannlng and carryingout .
\ screening, and we have tried to outline a process that is easy o
follow, even though itinvolves complex decisions. The” . '+
. Centers for Disease Control and Prevention (CDO) will N
" contifiué to support state and local pubhc health agencies as
- 'they lead the development of statewide screening plans, and .
' _- our agency stands ready to gulde and encourage cormmunities
“in all facets of lead porsonmg prevention. In its effortto |
. combat lead poisoning among children, CDC works with - _
*.- other Federal agencies, especially the Depanment of Housing
~ and Urban Development (HUD) and the Environmental .

Protection Agency (EPA), through a combination of. regula- < < ‘

thl‘l gurdance technical assrstance and fundmg support

. Iwantto thank the members of thé CcDC Advrsory Comrmt— . =
" tee,our consultants and all ‘who have contnbuted their t1me '

~ .andtalents to this gmdance I believe that the dpproach -
. described in these pages will move the nation closer to its’

o .,goal of ehmmatmg ch1ldhood lead porsonmg Certamly, the - h

o chrldren of tlns nat10n deserve no less

‘ chhardj Jackson M. D M PH.
~ Director : :
- Natronal Center for Envrronmental Health

o | ,
- 9 :
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P reface: . -

This guxdance on chﬂdhood lead screemng was devel-'

oped by CDC in consultation with the members arid

consultants of thie Advisory Committee on Childhood Lead---f .
" Poisoning Prevention. The committee comprises non- - :
Federal experts drawn from health departments, pedlatnc L

- practices, managed—care orgamzanons academia, and
-non- governmental agencies working on affordable hous-

. ing and public lead poisoning. prevention education. The "~

guxdance was also revxewed by childhood lead. poxsomng ‘
prevention program managers and was available during a’

- 6-week penod for public-comment. ~Thé final document is
_ from' CDC and does riot necessanly reﬂect the vxews ofall. . =

. members of the adv1sory comrmttee

' '_statew1de plans for chlldhood blood lead screernng ‘The e

. In'1991' the us. Public Health Service (PHS) called for a g 3
. society-wide effort to eliminate' childhood lead poxsornng

in 20 years-(CDC, 1991), and in 1997, PHS remains com- -

mitted to this goal. Childhood lead screening should be

part of a comprehensnve program to reach this goal. -
Chapter 3 of this document discusses the development of

- .. purpose of these plans is to increase the screening and

' follow-up care of children who. most need these services .

- andto ensure that screemng is appropnate for local

' condmons

: The main mtended audlence for this guxdance is state ’and .
local health ofﬁcxals however, 1t may also be used by .

Screemng Young Children for Lead Po:somng
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~-., child health care provrders managed care organrzatrons '
and others. -

» ‘4Several toprcs are not covered or are cons1dered only .
" briefly in this document. Some of these top1cs have
. been recently cons1dered by other groups

. Health effects and sources and pathways of exposure |
(Natronal Research Counc11 1993) " RN

e Chelatron therapy (Amencan Academy of Ped1atr1cs
" 1995) - ) _

| . Controlhng lead hazards in the home (U S: Department of
L Housmg and Urban Development 1995) '

)

. Natronal pohcy for controlhng lead hazards in housmg ,
N .(Lead- Based Paint Hazard Reductron and Fmancmg Task o
; Force 1995). : '

- The contmued expansron of knowledge about chtldhood lead .

"+, _poisoning prevention wrll be reﬂected in future changes in -

‘ ‘CDCgurdance o
- Rei’efénces o N

- American Academy of Pedlatncs Cornmrttee on Drugs

Tneatment guidelines for lead exposure in chtldIEn Pedratncs e

1995,96:155-60. S
S I1
3 . I‘ N ) .

O ‘ ' .
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Centers for Disease COntrol' 'Strategic plan for the -
' "ehrnrnatron of childhood lead poisoning. Atlanta
Department of Health and Human Servrces 1991

' Lead Based Parnt Hazard Reductron and: Frnancmg Task'
" Force. Puttrng the pieces together controlling lead - ‘

- hazards in the nation’s housing. Washington, D.C.: U. S
S Department of Housrng and Urban Development 1995 '

A _'Natlonal Research Counc1l Measunng lead exposure in-
- - infants, children, and other sensitive populatlons Washmg— -
. ton D C Natlonal Academy Press, 1993.-

e Us: Department of Housmg and Urban Development
. (HUD). Guidelines for the evaluatron and control of
lead- based paint hazards in housrng Washrngton D. C
HUD 1995 ' -




,'_ . \)‘

" Adv1sory Commrttee on Chrldhood Lead
e : Porsonmg Preventlon ‘ :

"_.Chalrperson KR R -
J-Routt Reigart, I, MD’ TR
AProfessor of Pediatrics ~ -+ B ’ o

-+ Medical Unrversrty of South Carolrna ‘

171 Ashley Avenue . -

N Charleston SC 294,25_

N .

Executlve Secretary L e
'HenryFalk MD - S T -
C D1rector Division'of . Envuonmental Hazards and Health Effects
Natronal Center for Env1ronmental Health R :
" Ceriters for Disease Control and Preventron k

,“‘Atlanta GA 30341—3724 R

v

"—Members S
_Isabella).. Clemente CPNP : .
' Associate: D1rector Drvrsron of Envuonmental Scxences N
. . Pedlatnc Chrucs R - o
", Moritefiore Medical Center
T Moses 401
"111 East 210th Street
Bronx NY 10467 ‘

Py

Cushmg N Dolbeare | :
Consultant on Housxng and Pubhc Polrcy
_ 215 Eighth’ Street NE . .
- Washrngton DC 20002—6105 ‘

E

}Alvaro Garza MD, MPH

Health Officer, Stanlslaus County A
'820 Scenic DerC R '_ o SR
Modesto CA95350 T 1\3

N

3




s
Lo

‘Rita Marie Gergely : -
"Director, Lead Po;sonmg Preventlon Programs

Iowa Department, of Public Health -
Lucas State Office Building, *

- Des Moines, 1A 50319-0075 o

,AndrewK Goodman MD

Assnstant Commissioner, Division of Communtty and

_Occupational Health: =~ . S : o
New York City’ Department of Health '
125 Worth Street : :

‘New Yo_rk NY. 100_1 3

Pedlatnc;an
101 Alma Street #1201

“Palo Alto, CA 94301—1011

‘Sanders Franms Hawkms PhD
‘Director, Laboratory Services .

Connectlcut Department of PUbllC Health .
10, Clinton Street ) o, . o o
Hartford CTO6106 o R

" - Patricia L. McLaine, BSN, MPH

- National Center for Lead- Safe Housmg
* 10227 Wincopin Circle

‘National Lead Information Center

A551stant Director for Program!: Management

Columbla MD 21044

JanetA Phoenlx MD MPH

ZManager Publi¢ Health Programs

National Safety Council

1019 19th Street, NW

Washington, DC 20036-5105

BtrtHarvey,MD _ o ‘ P e "

) Screenmg Young Cbzldren for Lead Po:sonmg

l|
|.

5



Joel D. Schwartz PhD
Associate Professor Environmental Eprdemtology
Harvard School of Public Health -
665 Huntington'Avenue
. Boston, MA 02115 :

Roger F. Suchyta MD

 Associate Executive Director

American Academy of Pediatrics
141 Northwest Point Boulevard
Elk Grove Village, IL 600090927

~Consultants
J. Julian Chisolm, Jr.; MD ° N
. Director, Lead Porsonmg Preverition Program
Kennedy Kreiger Institute : s
.- 707 North Broadway B
Baltimore, MD 21 205

- Charles G Copley , - -
Director, Department of Commumty Health and the Envrronment.
St. Charles County Department of Community Health.
305 N. Kings Highway
St. Charles, MO 63301

" Andrew M. Davis, MD, MPH'
" Associate Medical Director,, Rush Prudenttal Health Plans.
233 Wacker Drive :
"+ Suite 3900.
Chicago, IL 60606 '
Dwala'S. Grifﬁh- _ :
Administrator, Division of Health Services
Louisville-Jefferson County Health Department
400 East Gray.Street
Loutsvrlle KY 40202

15
| ‘ A
Screenmg Young Children orLead Pozsonm
8 8




 Patrick Jeremy Parsons, PhD

Phrlrpj Landngan MD ,
Chairman, Department of Communrty Medicine

- Director, Division of Envrronment and Occupatronal Medrcrne

Mount Slnar Medical Center

**New York NY 10029

Herbert L. Needleman MD

Professor of Psychiatry and Pedratrrcs
Western Psychiatric Institute and Clinic -
University of Pittsburgh School of Medrcrne :

3600 Forbes Avenue

Pittsburgh, PA 15213-2593

Director, Lead Poisonirig Laboratory
Wadsworth Center for Laboratories and Research

" - New York State Department of Health

Albany, NY 12201-0509°

Sergio Prome]lr MD : )
Director, Division of Pediatric Hematology and Onco]ogy
Columbia University Babres Hosprtal

3959 Broadway : :

New York, NY 10032

Stephanre L Pollack JD . -

' Conservation Law Foundatron of New England

62 Summer. Street .
Boston, MA 02110-1008. -

Lewis Bradford Prenney

Director, Childhood Lead Porsonrng Preventron Program
Massachusetts Department of Publrc Health - '
470 Atlantrc Avenue

Boston, MA 02110

Screehing You'ng Children for Lead Poisoning



Thomas L. Schlenker, MD

Executive Director .-
“Salt Lake Clty County ; Health Department: ‘
. 2001 South State Street, $-2500 '
Salt Lake Clty, Ut 84190—2150 ’

- Peter Slmon MD, MPH
Assnstant ‘Medical Director .~
. - Division of Family Health _
' Rhode Island Department of Health
3 Capitol Hill, Room 302
Providence, RI 02908

1
\_\

E KC Screenmg Young Cbzldren for Lead POtsonmg




e { ixecutive’ Summary -

"+ Childhood ledd poisoning is a ‘rnajor; prevenrable environ- -
*. 'mental health problem: Blood lead levels (BLLs) as low as

10 'pg/dL are’associated with harmful effects.on children’s

learriing and- behavior. Very high BLLS (270 pg/dL) cause G

‘ devastatmg health consequences, mcludmg seizures, |

coma, and death. Itis currently estimated that some |

890,000 U.S. children have BLLs 310 ug/dL (CDC, 1997). }
_*Since the virtual elimination of lead from gasoline, lead-
- . based paint hazards in homes are t.he most important
S remammg source of lead exposure in US. chﬂdren

In 1991 the U.S. Depanment of Health and Human Servrces_ ) |

- called for elimination of childhood lead poisoning and in- _
© 1997 retains its commitment to see this effort through. Blood

_lead screening is an important element of a comprehensive |

_ "progxam to eliminate childhood lead poisoning. The goal of
. such screening is to identify children who need individual

interventions to reduce their BLLs. The 1991 edition of -
Preventing Lead. Pozsonmg in Young Children called for

- virtually universal screening of children 12-72 months

of age. Nonetheless, a 1994 national survey showed that 4

. ‘only about one-fourth of young children bad been

screened and only about one-third of poor. cbzldren who

_ are at bigher risk of lead exposure tbcm otber chzldren -
" bad been.screened. ‘ : '

-

Some populatlons of children’ are heavrly exposed to -

: lead while others are not. A recent natlonal estrrnate

Screening Young Children for Lead Poisoriing - | 9
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(CDC, 1997) showed that 21.9% of black children living
in housing built before 1946 had elevated BLLs (210 -
‘ng/dL). Studies of other groups of children have

- shown quite low prevalence of elevated BLLs. For
example, a 1994 survey of 967 poor children in Alaska
found that none had a BLL above 11 pg/dL (Robm et
al., 1997)

Many children, especially those living in older housing.

- or who are poor, need scfeenipg’ and, if necessary,
appropriate interventions to lower their BLLs. At the.
same time, children living where risk for lead: exposure'

_has been demonstrated to be extremely low do not all

" need to be screened. - The task for public health agen-

. cies, parents, and health -care providers is to 1dent1fy
‘those children who will benefit from’ screening and to
ensure that they receivethe services they need.

CDC' R‘ec'on'lm"enldations - S'tatewide Plah B

‘State health off1C1als should develop a statewide plan
for childhood lead’ screening and convene an inclusive -
: planmng committee composed of child health-care
providers as well as representatives from local health
'departrnents managed care. organizations, Medicaid,
. 'prlvate 1nsurance organlzatlons and the communlty

“

: The plan should address: -
« Division of the state, if necessary, mto afeas with dlfferent
' recommendations for screening, '
. Screemng recommendations for each area. (A basic targeted-
_screening recommendanon is provided below as an example )
.. Dnssemmauon of screemng recommendauons for each area.
+ Evaluation. B 1 9
\‘1
]: KC Screenmg Young Cbzldren for Lead Pozsonmg




A Basic Targeted-Screening Recommendation

| State health officials should use this basic tecommenda-

tion only as an interim measure. A recommendation that
is based on assessment of local data and an inclusive

| planning process is preferred.

Within the state or locale for which this recommendation is

| made, child health-care providers should use a blood lead test

| toscreen children at ages 1 and 2, and children 36-72 months
| of age who have not previously been screened, if they meet

| one of the following criteria:

 Child resides in one of these zip codes: [place bere a
list of all zip codes in the state or jurisdiction that have

227% of bousing built before 1950. This information is |

avazlable Jrom the U.S. Census Bureau.]-

* Child receives services from public assistance programs for
the poor, such as Medicaid or the Supplemental Food
Program for Women, Infants, and Children (WIC).

| ® Child’s parent or guardian answers “yes” or “don’t know” to

any question in a basic personal-risk questionnaire consisting
of these three questions:

-Does your child live in or regularly visit a bouse that was
built before 19507 This question could apply to a facility
such as a home day-care center or the home of a
babysitter or relative.

-Does your child live in or regularly visit a bouse built
before 1978 with recent or ongoing renovations or re-
modeling (within the last 6 months)?

-Does your child bave a sibling or playmate who bas or
did bhave lead poisom'n'g?

Screenmg Young Children for Lead Pozsonmg
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In the absence of a statew1de plan or other formal
gu1dance from health officials, universal screening for
.vutually all. young children, as called for in the 1991

edition of Preventing Lead Pozsonmg in Young Cbzldren o

, (CDC 1991) should be carned out ‘

N ~CDC prov1des fundmg and techmcal advice to assist states and _ :
A locales in all act1v1t1es that are: called for in thls gu1dance _

3 In thls document, CDC also prov1des general guldehnes about '
. the roles and respon31b1ht1es of child health-care providersin
preventing childhood lead poisoning, mcludmg anncnpatory C
- guidance, screening and follow-up testing, clinical manage- - .
. ment, chelation therapy, family education about elevated BLLs, -
: and paxnclpanon ina follow-up team.

- Réferehc’:es g

' Centers for Dlsease Control and Preventlon Update blood
lead levels—Umted States, 1991 1994 MMWR 1997 46 141-6

"'Centers for D1sease Control and Preventlon Enannn vol 46 .
no.7. MMWR199746607 L ' '

~Robin LF, Beller M, Mlddaugh_]P Statew1de assessment of
. lead poisoning and exposure risk among children recelvmg -'-
o Med1ca1d services in Alaska. Pediatrics 1997;99:E91- E96

. Q ..
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[@ﬂnat[pﬁ@fr T @ﬂnﬁn@m@@ Lead Powouing]
T
Ch]ldhood Lead Po1somng
in the Un1ted States

The problem of childhood lead poisoning. Child-
~ hood lead poisoning is a major, preventable environmental
health problem in the United States. Blood lead levels
. '(BLLs) as lowas 10 ug/dL are assomated with harmful .
. effects on chﬂdren s ability to learn. Very high BLLs-(70 . -
. ug/dL) can cause devastarmg health consequences mcludmg' -
.. seizures, coma, and death. Itis currently estimated that' some
"'890 000 U S. chlldren have: BLLs210 ;tg/dL (cDC, 1997)

E Lead exposure Chlldren can be exposed to lead in many

. 'ways. Sources of exposure include lead- based paintand -

. industrial sites and smelters that use or produce lead-contain- -
- ing materials. Lead-contaminated dust soil, and water; lead-

- containing materials used in parental occupations or hobbleS ‘
. and lead—contammg ceramicware and traditional remedies all -
~"contribute to childhood lead exposure. 'Lead-contaminated

house dust, mgested in the course of normal hand-to-mouth
activity; is of major significance, House dust is most often -
i contaminated by lead-based paint in the home, when such
paint is peehng, detenorarmg, or scattered about. dunng home
_ ‘renovatlon or prepaxanon of pa1nted surfaces for repamtmg

: Housmg w1th lead-based pamt Lead based paint in
homes is the most important remaining source of lead expo-
sure for U.S. children, Substantial progress has been made in

- reducing other environmental sources of lead exposure,”
especially from gasoline and food. But 83% of all homes
~ built in the United States before 1978 stl_ll cdnta'in some lead- ~. - '

‘ Screenmg Young Cbzldren Sfor Lead Pozsonmg | 13
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[Chapter 1: Childhood Lead Poisoming |

based paintat a concentration of at least one mg/cm? (U.S.
Environmental Protchon Agency, 1995). The older the
house, the more hkely itisto contain lead- based paintand to
have a higher concentratlon of lead in the paint. Housing
built before 1950 poses the:- greatest risk of exposure to
children. ‘Such housing is present in every state. (Table 1.1) .
Even states with low overall rates of older housing havé
areas that contain predommately older housmg

_ Temporal trend of elevated BLLs in children. Average_
BLLSs for the population as a whole have declined dramati- .
cally since the 1970s.. As shown in Figure 1.1., the geometric ’

. mean BLLs for ‘children ages 1-5'years dechned from 15.0

* pg/dL during 1976-1980 (Mahaffey etal; 1982) to 2.7
ug/dL dunng 1991- 1994 (CDC, 1997) "

\‘1 : .
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 [Compoes & @[b)ﬁ[l@ﬂﬂ@@d] Lead Polsoning|
" Table 1 1 Quantlty and percentage of US. housmg built -
before 1950, by state

Total Housing Buile
Housing Units Built | Before
State Units Before 1950 | 1950 (%)
v .| Alabama ¥ 1670379] . 208303 17.9
v [ Alaska ’ 232,608 16,248 7.0
Arizona 1,659,430 110,746 6.7
Arkansas 1,000,667 176,662 17.7
"| Califomia 11,182,882 2,211,243 19.8
Colorado 1,477,349 270,562 18.3
Connecticut 1,320,850 462,808 35.0
T * | Delaware 289,919 64,704 223
‘ Dist. of Columbia 278,489 155,194 55.7 N
) Florida 6,100,262 472,481 7.7
S " | Georgia 2,638,418 381,827 14.5
. Hawaii 389,810 52,347 13.4
Idaho 413,327 100,738 244
| ttinois 4,506275| 1,662,888 369
' |indiana 2246046 756843 337
lowa 1,143,669 490,394 429]. .
Kansas 1,044,112 345,564 331
Kentucky 1,506,845 " 364,678 24.2
Louisiana 1,716,241 333,965 19.5 -
Maine 587,045 242,858 411
Maryland ’ 1,891,917 473,984 25.1
Massachusetts 2,472,711 1,157,737 46.8
Michigan 3,847,926 1,228,635 319}
Minnesota 1,848,445 585,539 31.7
Mississippi 1,010,423 167,685 16.6
| Missouri 2,199,129 629,868 286
. Qo . l \ i I
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“Table:1.1. (Continued)

\

; Total Housing Built
Housing Units Built Before
State Units Before 1950 | 1950 (%)
. | Montana 361,155 108,805 30.1
- Nebraska 660,621 249,631 378
- |Nevada 518,858 31,044 6.0
. “ " " [ New Hampshire 503,904 162,201 322
0 [New Jersey 3075310 1,082,081 352
. s [ New Mexico 632,058 97,750 155
. New York 7226891 3,401,416 471
" INorth Carolina 2,818,193 494,675 17.6
~ | North Dakota 276,340 85,128 308
‘| ohio 4371,945| 1,561,605 357]
[ oklahoma 1,406,499 208347 212
.. /] Oregon 1,193,567 316,648 265
o Pennsylvania 4,938,140 2,213,386 448
" . | Rhode Island 414,572 181,215 437
"~ . |South Carolina 1,424,155 218,781 154
v [ south Dakota 292,436 107,374 36.7
" [ Tennessee 2026067 380,068 188).
<" rexas 7,008999 | 1,008,475 144 |
~fuan 598388  127,266] 213
~+ [ Vermont 271,214] 109,780 405 |
Virginia 2,496,334 481,679 19.3
| Washington 2,032,378 500,808 246
West Virginia 781,295 270,441 346
Wisconsin 2,055,774 757,204 368]
‘ Wyoming 203,411 48,254 23.7
, United States | 102,263,678 [ 27,508,653 2691
'gl L ' - Source: 1990US census
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; Flgure 11 Geometnc mean blood lead levels of chlldren E |
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| Chaptes ;. Childhood Lead Poisoning|
_ Distribution of elevated BLLs among children. Some
populations of children are heavily exposed to lead while

" others are not. For example a recent national estimate
(CDC, 1997) showed that 21.9% of black children living in-

housing built before 1946 had elevated BLLs (210 pg/dL).
- Studies of other groups of children have shown quite low -

prevalence of elevated BLLs. For example, a 1994survey of - .

- 967 poor children in Alaska found that none hada BLL
" _above 11 yg/dL (Robin et al. 1997)

Blood- lead screening of children. If we are to elimi-
nate childhood lead poisoning, a comprehenswe approachis =
necessary. (See Chapter 2.) Blood lead screeningisan _
important element of such an approach. ‘The goal of screen-
"ing is to identify chlldren who need individual interventions
to reduce their BLLs. The 1991 edition of Preventmg Lead
. Poisoning in Young Children called for vntually universal screen- * *
" ing of children 12-72 months of age. Nonetheless, 2 1994
'nauQnal survey showed that many children who are atrisk
~ for lead exposure are not being screened (Binder et al., 1996).
According to the survey, only about 24% of young children -
had been screened; fewer than one-third of those at mcreased
. risk for lead exposure because of poverty or res1dence in
- older housing had been screened '

Currentssit‘uation. Many children, espee'ially those living
~ inolder housing or who are poor, are still being harmed by
the effects of lead exposure. These children need screening
~ and, if necessary, appropriate interventions to lower their -~
- BLLs. .At the same time, children in places with populanons !
that are known to be at extr'emely low risk for lead exposure
~ do not all need to be screened.. The task for public health -
 agencies, parents,' and health-care providers s to identify -

= . -t
Q |
]: KC Screening Young Cbzldren Jor Lead Poisoning
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those chlldren who will benefit from scneenmg andto ensure
that they rece1ve the services they need. = [
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A Comprehenswe Approach o
‘to Childhood Lead . - B
Pmsomng Preventlon ;

. Although lead poisoning among chlldren iSa b1gger problem AR

in some places than in others, there is potential for lead -
. exposure in nearly all ]unsdrctlons Public health agenc1es
. should develop a comprehens1ve approach to preventlng .

o chlldhood lead poisoning that is based on the three funct10ns' o

: ,deﬁned in The Future ofPublzc Health: assessment, policy . =

; development and assurance (Natlonal Academy of Sc1ences, i
1988) ‘ v :

1 Assessing ?TC_hjldren’s Eirposure to 'L'ead,

- Sources of data for assessment of chlldren s exposure to lead
are summarized in Tableé 2.1: Sources include childhood .
blood lead surveillance systems (complete data are currently
unavailable in most places, but many such systems are being
developed); the U.S:Census (widely available data on older
housing and young,children- living in poverty); the Toxic . :

: Release Inventory (TRI) from the EPA (w1dely available data -
on local industrial sources of lead exposure);-and local -
_surveys. Local surveys may be conducted to gather data on

- industrial séurces not included in the TRI; on dnnkmg water -

that mrght be contammated by lead; and on households
' where lead may be. present in traditional remedies, -
-ceramicware, cosmetrcs or matenals used in hobbres

s -
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" Table 21 Asseéssing children’s e_Xp@ﬁ_re to lead

‘| Exposure Source or | Examples of Sources of
Risk Factor Data for Assessment

C ) Census data, tax-assessor
Pre-1950 housing

data ,
Demographic factors Census data, blood lead
(e.g., poverty) surveillance data
Industrial sources, parental Toxic Release Inventory,
occupation (take-home local surveys, blood lead
exposure) surveillance data

Local surveys, EPA, local

.| Drinking water o :
& utility companies

Hobbies, traditional
. . Local surveys, blood lead
remedies, ceramicware, .
surveillance data

| cosmetics , .

7.

80

R : i ' . .o
I ) . . Y .
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2 Developlng P011c1es for Chlldhood Lead
P01son1ng Pteventlon :

chlic'ies and activities are necessary in three major areas: =
primary prevention, secondary prevention and moniton'ng
(surveillance). Activities and assoc1ated policies are summa-’
- rized in Table 2.2

Primary pneventzon actzwtzesprevent chxldren from bemg ex-
posedtolead. Especially significant are actions to reduce
residential lead hazards before children are born, are suffi-
ciently mobile to be at increased risk for exposure to house-

" holdlead, or before children' move into a home with lead
hazards (Alhance to End Chﬂdhood Lead P01son1ng, 1994 )

, Secondawpramnm activities reduce the haxmful effects of -
- elevated BLLs after elevations have occurred. Act1v1t1es
mclude BLL screening and follow-up care.

“Universal” screening' is' the ‘BLL screenin'g of all children'in
- an area; “targeted” screening is the BLL screening of children
who are selected on the basis of: 1) environmental assess-
ment to determine where children are being exposed tolead
hazards, or 2) individual risk assessment to identify children
who meet certain criteria, which may include place of resi-
- dence, membership in a high-risk group, or “yes” answers to a
. personal-risk questionnaire. (See Chapter 3 for more detailon -
secondary prevention activities.) S A

Monitoring (sun)ezllance) activities provide information that forms -
 the basis for planning, evaluation, and public support of
policies and programs. Activities u;mlude development of
© systems to momtor children’s BLLs, Sources of exposure,

, Scre_ening‘ Young Children for Lead Poisoning I 23
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reductlon of lead hazards and avallablhty of lead-safe
housmg

Of pamcular unponance are chﬂdhood blood lead survell-

- lance systems containing information on elevated and non-
* elevated BLL results, demographics, results of environmental
. investigations, probable sources of exposure and prescnbed "
" medical treatments ‘

wll Toxt Provided by ERIC
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| @m@@@s % A Comprebensive Approach]|-
Table 2.2. Chlldhood lead po1somng prevennon act1v1t1<es
" and associated pohc1es S

Activity Examples of Associated Policies |-

| Primary Prevention

. | Evaluation and control of Protective housing codes or I ;e
"] residential kead-based paint statutes '
hazards
- | Public lead education State- or area-wide plan calling for

community-wide lead education

¥
.| Professional kead education and | State certification for kead-
training abatement workers

Anticipatory guidance by child | State Medicaid policies requiring

health-care providers " | anticipatory guidance R ‘
.| Identification and control of State- or area-wide plan to reduce

sources of kad exposure other | exposures from industry and
-| than lead-based paint drinking water

‘| Secondary Prevention

‘| Childhood blood lkead screening | State- or area-wide screening plan;
state Medicaid policies and
contracts calling for screening; .
protocoks and policies for providers |
and managed-care organizations

Follow-up care for children with | Local policies to establish a follow-
* -« - lekvated BLLs up care team; protocok for care

' coordination, and for medical and
environmental management,
Medicaid policies and contracts
calling for follow-up care

Monitoring (Surveillance)

| Monitoring of children’s BLLs | State policy requiring aboratories
to report all BLL test results of
resident chidren

Monitoring of targeted (older, State certification and licensing

deteriorating) housing stock, procedures for monitoring safety of
hazard-reduction activities, and | kead-hazard reduction activities and |
kad-safe housing occurrence of such activities in ’

areas with targeted housing;
procedures:for tracking lead-safe

. housing
O ‘ : . i ' | .
EMC - Screenmg Young Cbzldren for Lead Pozsonmg ’ | 25
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3. Assuring the Pérfomiénce of Activities
~ to Prevent Childhood Lead Poisoning

Health departmerits should, at a minimum, support, oversee,
and monitor the activities necessary to prevent childhood
. lead poisoning.

In.a comprehensive approach, there are roles for many
different collaborators in both the public and the private
sector. (See, for example, Alliance to End Childhood Lead
Poisoning, 1996; and Lead-Based Paint Hazard Reductlon and
Financing Task Force, 1995.) Examples of activities, collabo- -

- rating groups, and health department roles are shown in Table '
2. 3 : : - '

'I .
Qo . s
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~

Activity

Collaborators

Roles of public health
departments

Primary prevention

Anticipatory guidance

Health-care providers,
medical groups,
managed-care
organizations

Provide educational
materials; publicize,
disseminate, and market
prevention information

'| Public education

Health-care providers,
medical groups,
managed-care
organizations,
community-based
organizations, realtors,
contractors, home
remodelers, home
inspectors, the press

Assess community needs;
provide educational
materials; convene planning
groups; oversee, carry out,
or evaluate campaigns;
respond to consumer
inquiries

Maintenance or
improvement of older
housing

Property owners,
realtors, bankers,
community-based
organizations,
remodelers, housing
maintenance staff

Convene policy-
development groups;
maintain system for
monitoring targeted (older,
deteriorating) housing;
provide training for
maintenance staff and
remodelers; provide
contractor training and
certification

Lead hazard evaluation

Lead inspectors, risk

Accredit training providers,

and control assessors, lead certify lead professionals,
abatement contractors, | provide advice and
trainers, community- referrals to property
based organizations, owners
and licensing agencies
ﬂ' W
R
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‘ ‘T‘ableA2.3.‘ " Examples of childhood ‘iead po'is_oning
- prevention activities and collaboration (continued)

Roles of public health

medical groups,
managed-care
organizations

Activity Collaborators departments
" | Secondary prevention
Screening Health-care providers, | Provide patient-education

materials and screening
protocols; conduct
screening

.| Follow-up care: medical

management

Health-care providers,
medical groups,
managed-care
organizations

Provide referrals,
protocols, and care
coordination; provide
medical management.

Follow-up care:
environmental investigation

Public and private-
sector environmental

Provide referrals;
investigation services,

health specialists training, licensing, and
certification of
investigators; laboratory
quality controls
Follow-up care: family lead | Visiting nurse Provide referrals, training,
| education, home visiting associations, and home-visiting services
community-based
organizations
" .| Follow-up care: kad-hazard | Property-owners, Convene policy-making
-] control bankers, realtors, groups; provide referrals,
policy makers, training, licensing, and

enforcement agencies

certification; provide
hazard-reduction services

O
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B Table 2.3; ‘Examples of childhood léad poisoning .

_ [@ﬂﬁm
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'~ . prevention activities and collabora'tion (continued)

roach| -

Activity

Collaborators

Roles of public health
departments

Monitoring (surveillance)

Using BLL information for
program development

Health-care providers,
medical groups,
managed-care
organizations, clinical
laboratories

Conduct outreach and
policy development to
encourage BLL reporting;
provide systems to collect,
manage, analyze, and
disseminate results

Using information on kad-
hazard control activities to
monitor safety of these
activities and kad-safe
housing

Environmental
sanitarians, lead
hazard-reduction
contractors

Encourage reporting as
part of training, licensing,
and certification programs;
provide systems to collect,
manage, analyze, and
disseminate results

PR
I W
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Chapter 3 The Statewide Plam

The Statewide Plan for
Childhood Blood Lead
Screening

. State pubhc health ofﬁc1als should develop a statew1de plan )
- for chlldhood blood lead screenmg T :

_The plan should address:
* Division of the state, if necessaty, mto areas w1th d1fferent '
" recommendations for screening. -
e Screening recommendations foreach area. (A bas1c ‘
 targeted-screening recommendaﬁon is prov1ded below as
anexample) :
* Dissemination of screening recommendarmns for each
area. :
- e Evaluation. .

Screening policy should be based on data that is representa-
tive of the entire population. Children should be screened
| according to state policy.

In the absence of a statewide plan or other formal guidance

from health offi¢ials, universal screening for virtually all

‘| young children, as called for in the 1991 edition of Preventing
Lead Poisoning in Young Children (CDC, 1991), should be

carried out. .

Screening Young Children for Lead Poisoning | 31
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- A Basic Targeted-Screening Recommendation

.| State health officials should use this basic recom-
| mendation only as an interim measure. A recom- |
mendation that is based on assessment of local data

.| and an inclusive planning process is preferred.

Within the state or locale for which this recommendation is
made, child health-care providers should use a blood lead test | - -
to screen children at ages 1 and 2, and children 36-72 months |
of age who have not previously been screened, if they meet |
-| one of the following criteria:

e Child resides in one of these zip codes: [place here a -
list of all zip codes in the state or jurisdiction that
bave > 27% of bousing built before 1950. This infor-

‘mation is available from the U.S. Census Bureau.]

o Child receives services from public assistance programs for
the poor, such as Medicaid or the Supplemental Food ‘
Program for Women, Infants, and Children (WIC).

e Child’s parent or guardian answers “yes” or “don’t know”
to any question in a basic personal-risk questionnaire -
consisting of these three questlons

-Does your child live in or regularly visit a bouse that

was built before 19507 This question could apply to a

Sfacility such as a home day-care center or the bome of

a babysitter or relative.

-Does your child live in or regularly visit a bouse built
" before 1978 with recent or ongoing renovations or

remodeling (within the last 6 months)?

-Does your child have a sibling or playmate who bas

or did bave lead pozsomng?

-]: MC Screenmg Young Children for Lead Pozsonmg
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A

'.There are six steps to- developlng and 1mp1e- |
mentlng the statemde screemng plan

’

1 _Forrr’1 aq advisory comrr;itflee. _
2 Assess l_e:id é;posure and screernng cééaci_ty. _

3, ISétérm'i;lc 'the i_)ouhda_ries'bf .fec;fnmendatior;: areas.
" 4 ‘ Decidé on apbrcl)i;date séreenihg. ’ l' o

-5, Whrite screening recommendatlons for areas w1th umversal
.screening and for those with targeted screening. .

6. hnplement the state_wide plan._’

Editor's Note: In the rest of this éhé.pter, we outline (on the |
left hand pages) the step-by-step process for developing

and implementing a statewide screening plan and provide
a dxscussmn of those steps on the facing right hand pages.

41
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| Chaptes 32 The Statewide Plan
\ The Advisory Committee

1. Form an advisory committee.

. State health officials should form an advisory committee
to develop the statewide plan. The committee should
include child health-care providers as well as representa- .
tives from. local health d'epartrnents' managed-care '
organizations, Medicaid, private msurance organizations,

. and the:community. ' : -

4;2?

: VY
I .
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 The Advisory Committee ‘

The advisory committee’

The statewide plan for childhcod blood lead screening

developed by the health departmient should, at a minimum,

"have the input of child health-care prov1ders insurers, and
- panenrs '

Involvement of health-care providers, their organizations,

. and managed—care organizations throughout the process will
improve acceptance of screening recommendanons The .
importance of community collaboration in pubhc health
decision-making is underscored by community health re-.
search (e.g., Green and Kreuter, 1991). Studies (e.g., Greco =

* and Eisenberg, 1993) also indicate that health-care providers .
respond well to information and recommendations that come
7from peers and from their orgamzanons

Workmg with insurers, especlally the state Medlcaud agency,
will help ensure that screening is included; as appropnate in
contracts and pohaes :

18 ~|
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I Assessment . :

2 Assess lead exposure and screemng

capac1ty

"2 1. Examme 1nformat1on on chlldren s
.rlsk for lead exposure

2. 1 1. Examlne BLL data

. Exercise caution in using BLE data to asses$ rlsk for lead

exposure, because these dta may not reflect the risk of the -
. entire population. If BLL data are not thought to be reliable,
+ other data'should be used (see following sectlons) unnl
o 1rnproved BLL data are avarlable

\

| tUse the followmg cntena to evaluate BLL data. Ddita sbould

“meet all of these criteria. Ifthey do not, they are probably not - .

.an adequate basis for screemng decisions..

. Criteria for evaluatihg BLL data

"1 1. Laboratory data are available for children who have been

’ screened. :

'| 2. Laboratory data are of good quality.

3. Llaboratory data are available for individual children.

4. Demographic, socioeconomic, and geographic data are
available for individual children.

5. Screening data are representative of the ped1atr1c popula-
tion of the jurisdiction.

6. Screening data are available for a sample that is large
enough to allow for a valid estimate of prevalence to be
made. T
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Assessment

" Evaluatmg BLL data, addltlonal cons1der-
ations"

e Labs repomng data should be successful parnclpants inan
' approved proﬁcrency—testmg program

. BLL fest results should be ma1nta1ned ina way that allows
' ldenuﬁcatron of duplicate and sequential tests on‘a single.
~ child. It must be possible to drsnngursh between number
_. of chrldren tested and number of tests performed

. The results of all tests, regardless of BLL, should be
' avarlable so that calculatlon of rates of elevated BLLs
among scneened chlldnen can take place '

. The data should b'e representative ie. the demographlc'
socioeconorhic, and geograplnc dlstnbutlon of children

“screened should be snmlar to that of all chﬂdren inthe
~ 1unsd1ctron ‘

. .S_creening data thiat are not répresentatil/e of the enitire-

' population, although not ideal, may be useful. For ex-
ample, data showing low prevalence among thoseat =~
highest risk would tend to support a targeted-screening -
recommendatlon data showing high prevalence among

those at lowest risk would tend to'support a universal-

-screening recommendation (see Step 5).

45
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Assessment -

’

2.1.2. Examine ‘data on hoﬁsiﬁg.

These data are widely available from the U S. census andcan

' be used to estimate potential lead-exposure risk in an area. If
adequate BLL data are unavailable, housing data can be used
alone. Data are available for states, counties, zip codes,
census'tmcts and census block groups.

The focus should be on housmg built before 1950 because it
‘poses the greatest risk for lead exposure

1 B .f"t b i
\‘\ . - 3
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- Assessment

Age of housing

h Housing built before 1950 pos_es'the greatest risk for
- lead exposure because it is much more likely to contain
. lead-based paint than is newer housing. .

~* Paint manUféétured before 1950 has more lead than paint
manufactured after that year (Lead-Based Paint Hazard -
Reduction and Financing Task Force, 1995). ‘

_— '27% of U.S_. .housing was built before 1950. Perceﬁmges 3
of pre-1950 housing vary widely among states and coun-
ties. ' ' ’

e Data from the most recent National Health and Nutrition -
Examination Survey (NHANES Ill, Phase 2) confirm the
relatlonshlp between housing age and BLLs (CDC, 1997) 3

Table 3.1. Percentage of chlldren ages 1-5 years W1th
BLLs >10 pg/dL, by year house built, and geometric -
mean BLL, by year house built, U.S., 1991-1994

Year house ‘7}:;1\‘\'Liltsh Geometric mean
built >10 pg/dL BLL (ug/dL)
Before 1946 8.6 3.8
1946-1973 4.6 2.8
1973 onward 1.6 2.0
37 |
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Assessment

» '

2 1. 3 Examlne data on demographlc character-"‘ :
" istics of chlldren : o

The focus should be on poor chlld.ven and chlld.ven of rac1al/ o
. ethnic miriority groups because generally they are at hlgher
risk than other children: .
‘ Demograph1c data on chlld.ven are widely avallable from the
USS. census and can be used to 1der1t1fy places with high )
.proportions of children who may be at h1gher than average K
. nsk for lead exposure. ' -

\‘\ . e : .o .
]: KC Screenmg Young Cbzldren forLead Pozsonmg :
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Assessment

Data on: demographlc characterlstlcs of Chll-
dren race/ ethmc1ty and. mcome

B , Data frorn NHANES 111, Phase 2 show strong relatlonshlps
. between BLL and race/ethmc1ty and between BLL and
' .'~1ncorne ~

. Table3. 2 Percentage of chlldren w1th BLLs _>1O ;tg/dL by
’ race/ethmc1ty and i income, Us. 1991 1994

| Characteristic % children, ages 1-5
' with BLLs >10 pg/dL
Race/Ethnicity
Black, non-Hispanic 11.2%
| Mexican- American 4.0%
| White, non-Hispanic ; 2.3%
“| Income
Low 8.0%
[ Middie 1.9%
"| High - 1.0%
All children 4.4%

-2
. : M
) A%
. . 49 x
: .
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| Assessment

2.1.3. Exarmne data on demograph1c character—
: lSthS of chlldren (contmued)

" The focus should be on ch‘ildren betv'veen the ages of 12 and
" 36 months. (1- and 2-year-old children) because BLLs tend to -

., be hlghest in this age group, and more children in this age
- group have BLLs >10 ug/dL : :

S Examme census and local mforrnat10n to detenmne whether
‘ there are places with high percentages of young children.”

- Estimates generated since the'last U.S. census (Conducted in

N 1990) are avaﬂable to help 1dent1fy these areas.

l
\‘\
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Assessment

» D»alt'a-‘ on demographic characteristics of
.ehild;'en: age o '

Focus on chlldren at ages 1 and 2.

One- and 2-year-old children are at greatest risk for elevated
BLLs because of: . .
* Increasing mobility during the second year of life, resultmg ,
* inmore access to lead hazards. :

‘¢ Normal hand-te-mouth activity.

In'addition, the developmg nervous systems of young chil- o
dren are more susceptible to the adverse effects of lead.

Data fro;h NHANES 111, Phase 2, 'reinforce't-he associati'on'
between children’s age-and their risk for elevated BLLs.

Table 3.3. 'Percentage of children ages 1-11 years with |
BLLs 210 ug/dL by age group, U.S.,1991-1994

Age group | % with BLLs
(years) >10 ug/dL

1-2 5.9%
3-5 3.5%
6-11 2.0%

31
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Assessment:

2.14. _Examihe data on the_,.presen'Ce of Othéf '
sOurces'o_f le'ad. s . .

4 Examme data from w1thm the state on other sources soflead.
exposure, such as pottery, traditional remedles and cosmetics,

- operating or abandoned industrial sources, waste-d13posal '
:sites, occupaﬁonal and take-home exposure, and drinking

- water. (See National Research Council, 1993, foracompre— o

~hensive discussion of sources and pathways of lead expo-
sure ) ‘ , SR

)

~Data from local surveys may supply addmonal mforrnatlon

about local sources of lead exposure. BLL surve111ance data = -~ X

may also reveal the presence of unusual sources.

, a:?
s bl |
O L .. .
]: KC Screenmg Young Children for Lead Pozsonmg ‘
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Assessment

1

5 Other sourc_és and péthway'_g of lead éxposilre

IIndustrles, work s1tes, occupatlons, and assocxated

- materials
,Secondary smeltmg and refmmg of nonferrous metals
Brass/copper fou ndries’
Firing ranges
Automotive repair shops
_ Bridge, tunnel, and elevated hnghway constmctnon :
. Motor vehicle parts and accessorie's
Storage batteries (lead batteries) .
~ Valve and pipe fittings
Plumbmg fnx(ure fittings and mm
Pottery -
Chémical and chermml preparations
.. Industrial machmery and equnpment
' Inorgamc pigments - . = . .
Primary batteries, dry and wet |

'Hobbles and home act1v1t1es
Recreanonal use of ﬁrmg ranges .. .
Home repairs, repaintinig, or remodelmg '
* Furniture refinishing
Stained glass makmg
Casting ammunition
+ . Making fishing wenghts or sinkers, or toy soldners
Using lead solder'(e.g., for electronics) ‘
Using lead-containing artists’ paints or ceramic glazes ;.
.- Burning lead-painted wood, '
~Caror boat repair -

53 |,
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’ Assessment

2.2. Assess the capécity of local publie health
systems within the state to oversee and prov1de
lead screening, g

This assessment will be one basis for deciding whether to
~ divide the state into areas with different recommended-
. screening.

Examine local information about:

 Health department organization and capacity to oversee
screening. ' '

e Current screening activity.

e Capacity to collect and analyze screening data.

e Child health-care delivery systems and patterns.

 Enrollment of children in Medicaid managed care.

 Health department capacity to support private providers
of screening.

 Health department capacity to provide screening for -
children without other access to care.

24

o4
Q' o ,
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 [Chaprer 3: The Swtewide Plan

Assessmen_t .

Information on local health systems

Some locales have long-standing, comprehensive'childho'od

lead poisoning prevention programs with ties to managed— _
.. care organizations and support from providers. Other places

have less experience, fewer allocated resources, and less

provider involvement.

E Informatlon about local activities should be used to develop 2

a plan that is responswe to local needs and respectful of local :
capacities:

55
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[Chapees 3 The Swtewide Pla] -,
‘Recqrm‘_ne’ndation Areas S o

3. Determine the boundaries of
tecommendation. areas.

If necessary, subdmde the state into recommendanon areas.
A recommendation area is 4 geogmphlc area for which a-
S scneemng necornmendanon canbe reasonably made. .

Effortsshould be made to 'draw bou_ndaries so that
‘recommendation areas are reasonably homogeneous

both in magnitude of risk and in health ;system capac1ty -

to prov1de screemng

o

|
\‘1




Chaptes 3 The Staiewide Plam] |

. Recommendation Areas |

Boundaries of recommen'dation areas

" Some states have relatxvely wxdespread and homogeneous

- risk, while others have less risk or scattered pockets of risk.

States also differ with regard to the capacity of local health
systems to oversee and prov1de screenmg

. Uruversal scneemng is appropnate in aneas W1th w1despread

risk. A state with w1despread risk may compnse asingle - :

. recommendation area with universal screening. Other states .
.. with less risk or scattered pockets of tisk may be divided into-
 different areas, some with umversal screemng and others W1th

’ ta.tgeted screemng

Example: A state is divided into two recommendation

areas: 1) a large city, designated as a universal-screening
area because of its high percentage of older housing,
and 2) the rest of the state, throughout which older
housing is scattered, which is designated as a targeted-
screening area. The large city’s health department, with
its experienced lead program, will oversee screening in
the city; the state health department will oversee
screening in the rest of the state.

5.7 .
I .
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| Appropri:ite Screening |

4. Decide on appropriate screening.

’ Cﬁoose universal oi taigeted screening for each recommenda-
tion area, Use the following table.to guide decision making.

' Table3.4. Gu1delmes for choosmg an appropnate screening |

recommendatlon :
. % children, ages
. . 12-36 months,
with BLLs >10 | % housing built | Recommended
ug/dL before 1950 screening
>12% .- universal
universal (or
<12% >27% targeted--see
discussion)
3-12% <27% targeted
<3% <27% see discussion
unknown >27% universal
unknown <27% . targeted
98

2t I
O

wll Toxt Provided by ERIC
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Chapter 3: The Sutewide Plan
- Appropriate Screening

.Cut off pomts , :
- These should be used as guides to decision making and
- should not inhibit, for example, universal screening at
-prevalences of elevated BLLS or older housmg that are
, shghtly lower..

12% prevalence: The vast majority of children in recom-
mendation areas where less than 12% of children have BLLs
>10 ug/dL will have BLLs below 20 ug/dL, the level requir-
ing medical and environmental intervention. The members
. of CDC's advisory committee reached substantial, although
" not unanimous, agreement on the 12% cut-oﬁ Wthh is also .
supported by a cost-benefit ana]ysm

- 27% pre-1950 housing: Housing data can be used as a
+ proxy for BLL data; 27% of U.S. housing was built before
-'1950. (Bureau of the Census, 1992) ‘

.>27% of housin‘g pre-1950, but prevalence <12%:
‘e Universal screening should be recommended unless preva-
- - lence data are reliable and representative. ) v
- » Iftargeted screening is recommended, the condition of
older housing stock should be monitored. Declinein
housing conditions should trigger uniyersal screening. - -

<3% prevalence: Where reliable BLL prevalence estimates . -
are extremely low and exposure sources are demonstrably
lacking, methods other than routine screening should be -
used. Examples of alternatives are periodic focused surveys,
routine review of BLL lab data, and public health alerts

about newly identified sources of lead exposure.

Note: Whenever a parent or a health -care provnder suspects

that a child is at risk for lead exposure, a BLL test should be
performed regardless of health- department recommenda-

tion, oo o |
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' [Chaptes 3 The Swewide Plan
' | Writing Recomimendations

5 Wnte screenmg recommendauons
E - for areas with universal screemng,
. and for those wlth targeted screen-

Y oo e

-"5 1 erte a umversal-screemng recom- .
o mendatlon

A sarnple .

. Usmg a blood lead test, screen all chlldren at ages 1 and .
2, and screen all children from 36-72 months of age who | - .
have not been screened previously. ;

Implementatlon of umversal screemng is dlSCUSSCd in '_ 3
»Step 6 ‘

'
\‘1
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S Wnung Recommendatlons|

‘The' universa1¥sbreenirig ree'omme"nda’tion’

In many places umversal screenmg w1ll be the pohcy of

choxce - S : C
" 'In 'practic'e universal screening has often been'difficult

to achieve. Barriers'to screenmg and how. to. overcome

_them are dlSCUSSCd in Step 6. ' :

T
bl

- .Screéning Young Children for Lead Poisoning - | 53

.



[@i]naagm@ﬁ % The Smewide Plaw

‘ Writing Recommendauons

5.2. Wnte a targeted screemng tecommen-
datlon

A sample:

Using a blood lead test, screen children at ages 1 and 2,
and screen children from 36-72 months of age who have
not been screened previously if they meet at least one of
the health-department criteria.

- Usual health—department criteria

. -'Residence ina geographic area (e .-g., a speciﬁed zip code)

1
\‘1

‘ where 'there is risk' forlead exposure. (See521) .

.® Membershlp ina group (e 8., Medicaid reC1plents) at risk |

. forlead exposure (See 5.2. 2 )

. Parent/guardian answers ‘.‘yes or “don’t know” to any

_ " question in a personal-risk questiorinaixje. (See5.2.3).




Chapter 33 The Statewide Plan |
Writing Recommendations ‘

The importance of targéted-scrécni_ng
criteria ’ '

The criteria established by the health department and its
advisors will make it possible for child health-care
providers and parents to identify children who need
- screening. These criteria must be crafted to enable
. identification of as many at-risk children as possible.-
The criteria must be tailored to local conditions and easy -
to use.

- Developtnent of these ériterAiaAiAs discussed in détail on '
the following pages. " '

63 I
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‘ Wntmg Recommendauons "

5.2.1." Cntenon. fesidence in .a geographic
'atea.~ B - . '

v x

| N This cntenon makes it posmble to 1dent1fy chﬂdnen w1thln a

‘recommendation area who live in places where hkehhood of C ‘

, leadvexp._osure is mcr_eased (e.g.,‘places with older hopsmg).

: °
K ]: KC Screenmg Young Chzldren for Lead Pozsonmg
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Wﬁting Recommendations |' -

Effectlveness of screenmg on the bas1s of
“place of res1dence '

. An analysxs was performed on a state’ s BLL surveﬂlance data__ -
- in order to test the effecnveness of screening that is based on
._re51dence in zip codes and census tracts with h1gh propor—
~. tions of older housmg :

| An analysxs of Rhode Island survelllance data 1995

‘| Rhode Island is a state that requires universal screening and L
-| has BLL data on a relatively high proportion of its children. '
| Analysis of 1995 Rhode Island surveillance data shows that:

If, contrary to fact, the state of Rhode Island were to
comprise a recommendation area with targeted screening:

e Using the criterion “screen all in zip codes-with 227% pre- [, .-
1950 housing” would result in identifying 92% of children |
with BLLs 210 ug/dL. -

e Using the criterion “screen all in census tracts with >27%
pre-1950 housing” would result in identifying 93% of
children with BLLs 210 ug/dL.
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- Writing Recotnmendations

| 5.2.1. Criterion: re51dence in a geographlc

-area (contlnued)

Within a larger r'ecommendation area, smaller places whe_re

lead exposure is likely should be pinpointed. Residencein . -

such a'place constitutes a screening cr‘itén'on.

The use of relatrvely small units of analysrs (e .8., census .
' tract, census block group) may. reveal “pockets of risk™ that
- would be invisible within a larger unit (e.g.; county, zip code).

. -

However, small analytic units whose boundaries are not

" widely recogmzed_ will not be useful as screemng criteria’ina -

clinical setting, where providers and parents must be easily -

“able to identify children for screening. For example, most

- people cannot readlly 1dent1fy the census tract in. Wthh they
hve R

A Another possrble criterion rmght be resrdence ina wrdely

E tract in which increased risk i is 1dent1ﬁed

\‘1
]: KC Screenmg Young Cbzldren for Lead Pozsonmg

recogmzed nerghborhood whose boundaries approximate -
those of a relatrvely small analytic unit, such as a census |
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Writing Recom;nondations ‘

: Geographic ‘analysis

. Computenzed mapping software-and U S. census datafiles =
make it easy to search recommendation areas forsmaller -~
areas with older housing or with high-risk groups. For ex-
ample, the maps of South Carolina (Map 1), and of .
Greenville County, S.C. (Maps 2.and 3), below show areas of
older housing (shadedareas) for counties (Map 1), zip

. codes (Map 2); and census tracts (Madp 3). The use of .

. smaller units of analysis (zip code or census tract) reveals -
areas of older housing that are obscured whien thie larger unit .

- (county) is used. (Note that zip code boundaries do not" :
necessanly comc1de w1th county boundaries.) L

~ Figute 3.1, Housmg bu11t before 1950 in South Carolma
geographic analysis at three different levels—county, zip code, .
-+ and census tract. (Shading mdlcates >27% of housing buﬂt
~ before 1950)

an 1: Counties - -

-in S.C.'with 2 27% .
of housing buil R ’

. before 1950

"Map 3: Census, tracts
in Greenville
County, S.C. with
227% of housing

. built before 1950

Map 2: Zip codes in .o
Greenville County, S.C. 4
with 227% of houlmg

- e
: ek
built before 1950 . G 7
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Chapier 3 The Swtewide Plan] .
| ‘Writing Recornmendéﬁons .

5220 Cntenon membershlp 1n a thh-nsk
- group -

Thls cntenon should make it poss1b1e to 1der1t1fy chlldren .
lwho may be at nsk for reasons other than place of res1der1ce.

. The focus should be on chxldren who 1) are poor, 2) are . . \
‘members of rac1a1/ethruc minority groups mcludmg black
" children and some groups of Hispanic and Asian-American *

- children; 3) have occupationally exposed parents or 4) have. .

- . some other 51gn1ﬁcant group charactensuc that puts them at .
f hlgh risk. .’ .
Current (1997) Medlcald pohcy reﬂects the assumptlon that '
all child beneﬁc1ar1es are at risk for lead poisoning and - .~ -
, requires lead screening for all children who receive Medicaid -
- benefits. Ant1c1pated changes in this pohcy may glve states -
the respon51b111ty of dec1dmg whettier all Med1ca1d—rec1p1er1t

. chlldren should be screéned. In geneml children who. o

~receive Medicaid benefits should be'screened unless -
_'_tbere are relzable representatwe BLL data-that demon-
- strate the absence of lead exposure in tbzs populatzon

. . . . . . i
Q : . ' o
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' Writing Recommendatlons

- Screemng among ch1ldren in a hlgh nsk
gro up :
Ways to increase screemng of poor chtldren
e Screen all chtldren who'receive Medicaid beneﬁts or .
- vouchers from the Supplemental Food. ProgIam for . .-
- Women, Infants and Children (WIC). o
* Add questions to the personal—nsk questlonnalre that ehc1t .
tthe poverty status of respondents. - : :
e Increase screening in geographlc areas with hlgh percent-
ages of children in poverty. : :
L e Screen in pubhc clinies that serve poor chtldren
. Improve access to health care for unmsured children. '

The unponance of membershlp ina hlgh—nsk group Data '
. from NHANES (CDC, 1997) and otherstudies (e.g.,
‘Rothenberg et al.,, 1996) demonstrate that childrenwhoare . * -
poor, are members of racial-ethnic minority groups, or who_' Lo
" have occupationally exposed parents-are at higher risk oflead -
- exposure than are other children. Mermnbership in a minority
- group does not predict risk in every community, anid children .
. inminority groups who, are not exposed to léad do not have -
. .elevated BLLs.. Tradltlonal rernediesand lead-glazed cooking
. .potsand cerarmcware used by some Me)ncan-Arnencan and
- other (e.g., Southeast Asmn) families may cause BlLL eleva-
tions. Chtldren may also be exposed to lead brought home on
_ clothes or persons, or in the car from adults’ worksites.
“Occupations likely to be associated with- “take-home” expo--
- $ures include primary or secondary lead and copper smelting, _
battery manufacturing, battery recycling, painting and repair . '
“of older housing, construction and demolition, pottery work;,
| stained-glass making, radiator 1 repair, electronic components. -
'manufactunng, work in gold-assay labs, and gold and silver
recovery '. o e . - | i

A

O
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‘ Writing Recommendations

5. 2 3 .Criterion: response to a personal-nsk
questionnaire. o

~ This cntenon makes it p0551b1e to 1dent1fy chlldren who may' .
be at risk but who do not meet other criteria. CDG recom- B
mends a basm thnee—quesnon quesﬁonnalre asastarting .

point.- S ) . S

o | A basic personal-risk questionnaire:

1. Does your child live in or regularly visit a house that was
‘built before 1950? This question could apply to a facility
such as a home day-care center or the home of a
_ babysitter or relative.

2. Does yéur child live in or regularly visit a house built
before 1978 with recent or ongoing renovations or re-
- modeling (within the last 6 months)?

3. Does your child have a sibling or playmate who has ordid |-
‘have lead poisoning? ‘

: Screen all chﬂdren whose parent/ guardlan responds ‘yes” or
- “don't know” to any quesnon :

- -
| .. f70
I ».‘.
o )
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" Writing ] Recommendatrons

_‘ The personal—nsk questlonnalre

Educatlonal value of questlonnalres _ :
A personal-risk questionnaire stimulates dlalogue ‘
* between the health-care provrder and parent about =
" whether or not an individual child should be screened
and gives health -care providers the opportunity. to.
: 'educate families about lead hazards ‘

, Predictive vallie of recommended questio'n's‘.' »

. Many, but not all, studies” have associated increased risk
for elevated.BLLs with positive answers to-the f1rst two
questions.. The third questron is unhkely to cause a
large amount of unnecessary screemng, and it may be .

_important in 1r1d1v1dua1 situations. ‘

Sensitfvify in- predicting markedly elevated BLLs.
Results of some studies have suggested that the ques-
‘tionnaire is more sensitive for identifying children with
more severe BLL elevations, e.g., 215 ug/dL or- >20 ug/
dL, than for’ 1dent1fy1r1g children with- ‘BLLs in the range
of 10-14 yg/dL '

Cut-off date, 1978. ' : r

. The cut-off date, 1978, is recommended in questron 2
because there was some lead in residential paint until this
time. Renovations have been shown in many studies to be
associated with chlldren s increased risk for elevated BLLs.
Lead hazards from unsafe renovanons could occur in housing
before 1978. ‘

* For a list of studies of personal -risk questionnaires, see Chapter 5,
List of Addltlonal Information Availablé-from CDC.

TR o ‘..v|
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‘ Writing Recommendations . .

5. 2 3 Cntenon- response to a personal-nsk

. questlonnalre (contmued)

'.'Oth_‘er question's; State healthbofficia,l's and their advisors' -

.~ should tailor the questionndire to include questions about -
.- local sources of exposure in addition'to housing, which is

covered by the recommended basic three—questlon questlon— .

" naire.

1

In recommendatlon areas where exposure to lead from older‘ B -

housmg is unlikely, the pexsonal-nsk questionnaire could
contain questions about other risk factors such as parental

~ occupation or the use of lead—contmmng cerarmcware or -

" .tradmonal remedles '

\‘1

N
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; Wntmg Recommendatlons _

Examples of addltlonal questlons .

K Personal or famlly hlstory
e Have you ever been told that your ch1ld has lead porson- )
ing? | \ L
: Occupatlonal mdustnal or. hobby-related expo- C
. sure. | o
~ & Does your ch1ld hve wrth an adult whose ]ob or hobby
involves exposure tolead? . -
~ " e Doesyour ch11d live near an activé lead smelter batIery
' recycling plant, or other mdustry hkely to release lead mto‘.
the env1ronment? .
" Other sources : _ L
e Does.your Chlld live w1thm one block of a major lnghway S
- or busy street? o o
' Do you use hot tap water for cookmg or dnnkmg?
Cultural exposures ‘
"e. Has.your child ever béen glven home remedres (e g
- azarconm, greta, pay Iooab)?
e Has your child been to Latin America?:
. ‘Has your child ever lived outside the U.S? . - ' _ _
-+ .e Does your family use pottery or cerarmcware for cookmg, S
" eating] or drinking? - ' : o
Pove rty. - S ,
».Does your farmly receive medical assrstance? e
¢ Do you rent your home? : : -
e Do you or the child’s parents perfonm rmgrant farm work7 :
» Have you recently moved? :
Behavnor _ :
'« Haveyouseen your ch11d eatmg paint chrps?
* Haveyou seen your child eat soil or dirt?- -
‘Associated medical problems,
‘e Haveyou been told that your ch11d has low 1rorL7

'./
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. ‘ Implementation

6. Implement the statewide plan.

‘ It is up to state health ofﬁcrals and their adv1sors to ensure -

; D Staﬁc members of state and local. public health agencies
understand their roles as established by the statewide plan.

. 2) Health-care prov1ders medical groups, managed-car‘e'
© organizations, and parents know what type of screemng is
recommended for their. communities.
3) Other pames affected by the plan 1nc1ud1ng the state _
Medicaid agency, private insurers, and policy: makers are
1nvolved in the 1mp1ementat10n process

4) The plan is monitored, eyaluated, and revised as appropn’— ‘
ate. - S

Q : : , , ,
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Irnplementat;xon

‘Implementation

* Health-care provider gro_lips and parent groups should edu-
 cate their members about recommended screening through
« - their newsletters and meetings. Maps of areas of likely
exposure are helpful in showing areas of risk.

'Health-¢aré provider gfoups should be made aware of how ‘
, _screernng will be monitored and of the importance of the1r '
pa.rﬂc1pat10n in evaluatmg recommendanons

-Prov1ders should receive suppomve materials: (For a ‘
B ,prototyplc provider handbook, see list of additional resources
available from CDC in Chapter 5.) These materials include
T . information on backgmund screening, parent educatxon
’ refermls and local sources Of lead exposure ‘

" Itis important that health departments Medlcald and man-

' aged-care organizations. work closely together to bnng about .
screening of Medicaid enrolle€s, as recommended. Contracts -
between the state Medicaid agency and managed—cane orgam— ’
zations should mclude screening, follow-up, and reporting -
requ1rements ‘(For samples of contract language, see list of

‘additional resources available from CDC in Chapter5.). .
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. mentation of a umversal-screemng recom-"
mendatlon. _ -

. The recommendanon for umversal screemng is stralghtfor- \

| Implementatlon :

6.1. Spec1a1 cons1derat10ns in the 1mple-

~ 'ward, but unplementanon of sucha recommendanon has

‘ 'Health of’ﬁaals should not assume that makmg and commu-" -
4 mcatmg a um\fersal-screemng necommendanon are sufficient -
" to bring about such screening. It is critical to involve health-- =

often been madequate

' care prov1ders medical groups, managed-c:me organizations, -

Medlcald agencies, and- ‘community members in the decision
to recommend universal screening ; and to use the decision-

‘ : makmg process to educate these groups about preventmg
\ lead p01sorung '

‘ In ameas where universal screemng is recommended health

depanments should monitor the effectlveness of the recom-

" mendation to ensure that screening rates are high.

\‘1
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- Irnplementatxon

- Universal screening

Since 1991, when CDC recommended virtually-universal -
~ screening of U. S children, barners tosuch screenmg have'
. been 1dent1ﬁed - ‘ S

The tWo most irnportant_ are}- :

e Many provrders and parents do not beheve that lead _
: exposure isa problem in the1r commumty ‘

e Some children Who are at hrgh risk for lead eXposdre -
- - “because of poverty and residence in deteriorating housing
- do not receive routine well-child care and thus are not:
“screened for lead ' :

To address these’ bamers health depanments have stepped
up outreach and lead educatxon for parents and prov1ders and
_ have worked with other agenc1es and communmes toin-
o 'Crease rates of well—chlld care. . B

i Monitoring of screening acti\iity is necessary so that efforts
' 1o improve screening rates can be dnected to areas where ~ -
screenmg is madequate See dlscussmn in 6 2. '

77 | '
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‘ Implernentatlon

©6.2. Steps to take in 1mplement1ng récom-
'mendatlons |

Screemng recommendatlons should be based on data Of
) partmular mterest are BLL data. These data should be used.
“to explain and support the recommendations to those who =~
must carry them out, especially child ‘health-care prov1ders

' _‘medlcal groups, managed—care organizations, insurers,and . ¢

* * parents. Ongoing ¢ollection and dissemination of data are’
. necessary. Pubhc health officials should '

‘ ° C’olle'ct BLL information._
e Determine the number and locat10r1 of chlldren with
L elevated BLLs. o ‘
.. Determine where screening is taking place and where it is _
not. = ‘ S Co ‘
.. Comphre information about screening acﬁv1t$' and BLLs.
' - (Graphics that dlsplay both: screening and case mformatlon '
- are helpful in this companson ) .

] ,Tatget educatlon and outreach to areas wherer more screen-
\ mg is indicated. ' '
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' Implementanon l

" Import_ance: of ‘feedback.-fl

‘Research, as well as common sense, suggests that health-care '
. providers are more compliant with clinical practice gu1dehnes
when they receive feedback about the effectiveness, impor-
| tance, and relevance of what they are being asked todo
(Elrodt, etal., 1995). Every effort should be made to supply
providers wrth screening data showing BLLs among cluldren S
in'the areas where they practice. : '

" Sources of BLL information

- Childhood blood lead surveillance systems that collect results
of all BLL tests from all laboratories that serve residents of -
‘ the area are preferred Such systems make possible the
a analysrs of screening and case data so that rates of elevated :
- Blls among screened children can be calculated trendsin
" BLLs and in service dehvery canbe detected and appropn— -
ate 1mpnovements made

: Alternatively, other rnonitonng tmethods can be used, such as
- serial BLL surveys; surveys of knowledge, attitudes, and
. behaviors of health-care providers and parents in targeted
. communities; and studies performed by providers and pro--
vider groups using chart-revrew or other methods to ascertain
screemng practlces '

* Public health agencies, Medicaid agendes and managed-care
organizations have a mutual interest in monitoring screening
delivered under Medrcald and can share data to achieve thrs

o= 79
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’ Implementanon'

- 6.3. Rev1se screening- tecommendatlons as
- better data become available. . - :

As time passes sc1eerung recornmendatlons may become
obsolete. 'Health officials should penodlcally evaluate the
: recornmendanons and revise them as appropnate

- Pediatric health-care prov1ders medical groups, managed—
_care organizations, Médicaid agencies, local, health depart- :
. ments, and parents may want to vary from recommendatlons '
K ‘that'have been-made. Health ofﬁc1als should develop a-
’ ‘Teview process to explore. background and supporting evi- - ’ '
dence, and to consider the reasons both for retammg and for -
changmg current necommendanons ‘ '

G .
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- Revising :screeni'ng re'c"omniendatioris

Changes in the nsk for lead exposure »
Change in the condition of older housing stock in a recom-
mendation area isa reason to revisita screenmg recommen— S
dation. Such housmg may detenorate or improve, creatmg a

‘ , change in the potential nsk for exposure to lead

. Addmonal mformatlon for making dec1snons _
" ‘Additional BLL data may become available, making it pos- "
" sible to generatebetter estimates of elevated BLL prevalence '
" © andto use these estimates to refine recommendations,
. including the recommended personal-risk questlonnalre
Better tools for analyzmg and presenting data will also be
~developed, allowmg better predlctlon of nsks for lead €Xpo-
sure. :

. Local input.
Local medical groups and managed—care orgamzatmns may
. perform blood lead surveys of their patient populations.
... Data from such surveys should be carefully evaluated, smce
- ‘these data can enhance the local dec1510n—mak1ng process
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. Chapier 4 _Roles of Child Health-Care Providess]

K sl“v'_fRoles of Child Health-Care
Prov1ders in. Chlldhood
| Lead P01son1ng Preventlon__"

'- Roles of Chﬂd Health Care Prov1ders A

e 1 'Use and dlssemmate mformat10n from state and local -
» 'pubhc health agenc1es '

. 2. Give antjcipatory'guidance. |
3 -Perfoﬁrimdtine blood lead sdeenhlg,aS'teedmmended. , |
4, lProv1de farmly lead educatlon

I' 5. 'Prov1de dlagnostlc and follow—up testmg for chﬂdren w1th
- elevated BLLs L : :

- 6. "Prov1de chmcal management for chﬂdren when appro—
pnate . Co

A 'Pa'rticipate in,a'follo-w_-up team‘. .

8. . Collaborate with public health agencies.

24 - | I
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-

In add1t1on to routiné screening and follow-up -

~ care, child health-care providers should per- .

*. form blood lead testing when- ch11dren have

" unexplained symptoms or s1gns that are con-
sistent’ with .lead. po1son1ng

Chtldren W1th lead p01sonmg can present with -

‘seizures, other neurological symptoms, abdoml-- '

nal pain, developmental delay, attention deficit, -
- hyperactivity; .other behavior disorders, school
: problems hearmg loss, or anemia. -

A

i
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Chapter 4 Roles of Child Health-Case Providers

Edit,or’s Note: In the following discuésion 6f the roles of
the child health-care provider, we provide the roles on
left hand pages, and discussion on the facing right hand

- | pages.

86 i
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RE

1 Use and dlssemlnate 1nforma- g
tion from state and local pubhc.
health agenc1es.,

' UtﬂlZC mforrnatlon supphed by pubhc health agen—
N c1es on

) Reconjmér‘ld‘ed‘sc.‘ree’nmg, ',
" o Educating families about lead, Lt
. F(L)llby'v'-,uplczre:if ’

.~ Referral sources.

PR .I‘
b
. ‘
!
!
I: ‘_- » . i
BRI 8**7 e
\.\ - . ) - n
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‘ _Informatwn from pubhc health. agencres

Public health agencres w1ll make recornmendatlons about e
. screening. These recomrmendations will be based on local -
- nsk for. exposure to lead : :
Screemng pohcy should be based on data that are representa- o
tive of the entire population, and not limited to a provider . N
practice. Chlld.ren should be screened accordmg to state'and- ' '
. local pohcy - -

. In'the absence ofa statewrde plan or other formal guldance
 from health officials, umversal screening for virtually all R
* ‘yourig children, as called for in the 1991 edition of Preventing. *
' Lead Poisoning in Young C'bzldren (CDC 1991) shouldbe S
camedout ‘ S

| Pubhc health agencres will supply _ . A
. .» Lead-education materials that reﬂect local pohcles and :
o exposure sources ‘

.. e Protocols for fo]low-up care - for chlldren wrth elevated
- BLLs. Comprehensive fo]low-up includes in-home assess- -~
ment, education, env1ronmental investigation, andreduc-:
tion of lead exposure; suppons clinical managemeént; and - ‘
. is d1scussed in deta11 in, Sectlon 7 ‘ ‘

. Referrals to local experts in the treatment of lead- A
- poisoned children, and referrals Q. addmonal support- '
 ive services for families. "
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2 Giveandcpatory guidance.

Durmg prenatal care and durlng preventlve care e at. .
3-6 months and again at 12 months prov1de mfor—
mation about: ' ‘

o Hazards of deterloratmg lead—based pamt in older Ny
housmg

. Methods of controlhng lead hazards safely

‘. Hazards assoc1ated wrth repainting and renova- - .
‘ Atron of homes built ; pnor to 1978. .

. Other exposure sources such as tradrtronal
‘remedies.

| .
\‘1

]: KC Screenmg Young Children for Lead Pozsonmg




Chapuer % Rales of Child Healdh-Care Providers

: Anti'cipatory gujdatiee |

" Anticipatory gu\idance should be provided prenatally, when
children are 3-6 months of age, and again when they are 12
" - months of age, because parental guidance at these times
' rmght prevent some lead exposure, and the resulting i increase R
'in BLLs that often occurs durmg a chlld’s second year of hfe.

When chlldren are 1 2 years of age parental gu1dan<:e
should be provided at well-child visits and when the
personal- -risk questlonnalre is, admmlstered (See Section
33 below ) '

oo

O.
' |
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.|\

3 Perform rounne blood lead screen-
o 1ng as recommended

3 1 Samphng method
- elther a ven_ous or caplllary (ﬁ_ngelsnck) blood specimen.”

3 2 Recommended screemng _
Follow health-depamnent recommendanons on screenmg In

_ Screening should be done by a blood lead measurement of _ SRR

" the absence of recommendations from the health depart- S

" 'ment, screen all children at dges 1 and 2 and children -
- 3672, months of age who have not been prev1ously
'screened ' : :

- I f." \
o _ . : '
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' Ch01ce of sample collectlon method
-+ The.choice of a. sample -collection method (vempuncture ‘
- or fmgerstrck) should be determmed by the accuracy of -
. test results, the availability of trained personnel conve- .
.. nience, and cost. If chlldren s fmgers are cleaned care--
- fully, ‘capillary (fmgerstlck) samplmg can perform well as
" a screemng tool

Screemng recommendanons : _
Universal screening will be recommended where the
risk for lead exposure is wrdespread ‘

A sample universal screening recommendation:
Using a blood lead test, screen all children at ages 1 and
2 and all children 36-72 montbs of age who have not |
been previously screened.

Targeted screening will be recommended where riskis
- less or is confined to specrflc geographlc areas orto.- -’
©T . certain’ subpopulatlons ” ‘

A sample targeted—screenmg recommendation:

Using a blood lead test, screen children at ages 1 and 2,

and children 36-72 montbs of age who bave not previ-

ously been screened, if they meet one of the following

bealth-department criteria:

* Residence in a geograpbic area ( e.g., a specified zip
code). .

. Membersbzp in a bigh-risk group (e.g., Medicaid
reciptents).

» Answers to a personal-risk questionnaire indicating
risk.

92 o | .
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B

' 3.3. The personal-risk questionnaire.
In places with targeted screening, the'health"departrnent

- may recommend routine use of a questionnaire to help
identify-children who s_hould receive BLL Scfeening.’ R
Such a questlonnalre should also be used at times other
than the routine screening schedule if it is suspected that

~a child faces increased risk for lead exposure (e.g., -
.. bécause the family has moved to an older house).

93
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A

. The personal-tisk questionnaire

" | Abasic personal-risk questionnaire:

1. Does your child live in or regularly visit a house that was
built before 1950? This question could apply to a facility
such as a home day-care center or the home ofa
babysitter or relative.

2. Does your child live in or regularly visit a house built
before 1978 with recent or ongoing renovations or re-
modeling (within the last 6 months)?

3. Does your child have a sibling or playmate who hasordid |
have lead poisoning? - '

a

The health. department may recommend-additional or
" different questlons for. sohcmng information about local
© sources of exposure

34
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_ Screehg’n’g Young Children for Lead Poisoning | 87 .




Chapres & Rolles of Child Healh-Care Providers

‘\ - G K . . L . . o
. . f I ‘ .
. ) . \ . : . .
'

3. 4 Addltlonal BLL screemng\

_ B In addmon to recommended routine screemng, BLL screen- -
"mg is.also mdlcated when

;'-‘ oA chﬂd’s hkehhood of s exposure has mcreased

: . An older ch11d has excessrve mouthmg behawor or an
exposure tolead.

e Parents have knowledge ofa chﬂd’s lead exposure and
' request screemng : :

L . ) Al L - o~

]: KC' Screemng Young Children forLead Pozsonmg -

wll Toxt Provided by ERIC



 [Chapees & Roles of Child Heallh-Case Providers|

o

Indications for additional screening

" Increased likelihood of exposute.” Children’s risk for .
lead exposure may increase, for example, because the family
) “has moved to older housing or to a geographic.area with a N
: hlgher prevalence of older housing; or because the child lives .
. in-an older home that has recently been nepmred orreno-.
- vated. - ‘ : »

' Patental request. Parents may express concern about their
“children’s potential lead exposure because of residenceiin -+ o

" olderhousing, nearby construction or renovation, an elevated S
*BLL in a neighbor’s child, or unusual household exposures. i

~ Such information may be valuable in highlighting poten- '
tial exposure.- A BLL test should be performed if there is .-
‘feason to suspect that lead exposure has occurred. -

_ |

. Screening Young Children foiLeézd Poisoning | 89



Chapter 4 Roles of Child Health-Care Provides|

4. Prdvid'e family lead education.

‘Provide fam1l1es of ch1ldren w1th caplllaty or venous BLLs
210 pug/dL with prompt and individualized educanon about .
the’ followmg - \

. Their chlld’s BLL, and what it means.
'_ e Potential adverse health effects of the elevated BLL

~ e Sources of lead exposuxe and suggestions on how to
reduce exposure. - :

‘e Irnponance of wet cleanmg to remove lead dust on floors, -
~ window sills, and other surfaces; the meffectweness of dry
methods of cleanmg, such as sweepmg

’ o Irnponanee of good nutnt10n in xeducmg the absbrption
~ and effects of lead. If there are poor nutritional patterns,
discuss adequate intake of calcmm and iron and encourage

xegular meals.

. Need for follow-up BLL testing to monitor the ch11d’
BLL, as appropriate. :

' s R .
. ® Results of environmental inspection, if applicable.

e ‘Hazards of irnpropet rémoval of lead-based pmht Pamcu- .
larly hazardous are open-flame burning, power sandmg, o
~ water blasting, methylene chlonde-based stripping, and dry -
’g | sanding and scraping. -
]: KC Screemng Young Cbzldren for Lead Pozsomng
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: Family lead edueation ;

Education should be remforced durmg follow-up VlSlts as
* needed. ' :

' Health departments can often furnish educational mate- -

rials to the health-care provxder including print matenals
in various languages '

98 |
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. |

5. Provide diagnostic and -fo-naw--up?
| testmg for cthdren w1th elevated
BLLs. -

| 5. 1 Dlagnostlc testlng S
. The followmg schedule is necornmended

Table 4.1. Schedule for dxagnosuc testlng of a Chlld with - "
an elevated BLLon a screemng test o '

It res'ult of Perform diagnostic test
Screening test on venous blood within:
(pg/dL) is: )
10-19 3 months
20-44 ‘ 1 month-1 week*
45-59 48 hours
60-69 ' 24 hours
>70  Immediately as an
emergency lab test

*The hlgher the screening BLL the more urgent the need for a diagnods- o
g uc test '

99
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Diagnostic tesu'hg ST
A dlagnostlc test.is the flrst venous BLL test perfoxmed
~ within 6 months on a child with a previously elevated BLL
~ on a screening test. Ifthe diagnostic test is niot perfoxmed

within 6 months, the next test is considered a new screening
“test, and decisions about follow-up testing should be made
- on the basis of the new test, and not on the basis of the’
L ongmal scneemng test. L
" Itis nelatively c'ommo'n for children to hax}e slightly elevated
screening test results that do not persist on additional testing.
. For this reason, it is pneferable to base mterventlons on the
B results of dlagnosnc testmg

\

, Ekception tg’i the teeommended;schedule. .' o
_If a child with an elevated screenidg test result is less
" than 12 months old, or if there is reason to believe that a -
child’s BLL may be increasing rapldly, consider perforrn- ‘
“ing | the dlagnostlc test sooner than md1cated in’ the

'_ accompanymg schedule

Rt o
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5.2. Follow-up tesung for chlldren w1th elevated
dlagnosuc BLLs '

J Chlldren with d1agnost1c BLLs of 10- 14 ug/dL should
. haveat least one follow-up test w1thln 3 months

. Children with d1agnost1c BLL tests of 15 19 ug/dL should
havea follow-up test w1th1n 2 months.

o If the result of follow-up testing is >20 ug/dL or if the

. child has had two or more venous BLLs of 15-19 ug/dL at
least 3 months apart, the child should receive chmcal

“.management (see next sectlon) : :

e Chlldren with dlagnostlc BLLs >20 ug/dL should recelve -
~ clinical management, which includes:additional - '
follow-up testing (see next section).

\‘1
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' Follow-up tésting o

A f'ollow-up~t¢s-t is a venous BLL test uSed to monitor the:
- status of a child with an elevated diagnostic BLL test.

4 Regular measurement of the BLL of a child with an elevated
diagnostic test result is important-because the BLL may . - .
continue to rise. Rising BLLs are especially likely in
children 6 months to 2 years of age because this is the
age group in Which mouthing behavior.is most frequent.
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6 Pr0v1de chmcal management for |
| chlldren When appropnate. '

/-

: fChmcal management mcludes |

' 6 1 Chnlcal evaluat1on for comphcatlons of lead' . -

-p01son1ng
B 6.'2_.  'Famlly lead educatron and referrals .
63, .Chelatlontherapy,rf appropnate

64. Follow—.up .tes,trn'gat approp_nate mter'valsv.,' N

JOQL»-
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- Clinical maﬁagement N b
o Chmcal management is part of. comprehenswe follow—up care
.and is defined as the care that is usually given by a health-
© care prov1der toa ch1ld with an elevated BLL ‘

Ofﬁce visits for clinical management should be comple- sl
mented by activities that take place in the child’s home, such .
-as home visits by a nurse, social worker, or community health
. worker; environmental investigation; and control of lead S
. hazards 1dent1ﬁed in the child’s environment. - ‘

- See Table 43 for a smntnary of eomprehensive fo_lloW-uj)‘ '

Note: The accompanying recommendations about

| clinical management are based on the experience of
| clinicians who have treated lead-poisoned children.

| They should not be seen as rigid rules and should be

| used to guide clinical decisions.
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6.1 Perform ‘a-glir.u'cal cvaluatio:ri.‘ o

Table 4.2. Clinical evaluation - - °

Medjical bistory.

Ask about:

e Symptoms.

e Developmental history.

e Mouthing activities.

e Pica.

* Previous BLL measurements.

e Family history of lead poisoning.

| Environmental bistory.

Ask about:

e Age, condition, and ongoing remodeling or repainting of
primary residence and other places that the child spends
time (including secondary homes and day-care centers).
Determine whether the child may be exposed to lead-based
paint hazards at any or all of these places.

* Occupational and hobby histories of adults with whom the
child spends time. Determine whether the child is being
exposed to lead from an adult’s workplace or hobby.

e Other local sources of potennal lead exposure.

[ Nutritional bistory.

-{ ® Take a dietary history.

 Evaluate the child’s iron status using appropriate labora-
tory tests.

* Ask about history of food stamps or WIC participation.

Physical examination.

Pay particular attention to the neurologic examination and
to the child’s psychosocial and language development.

I
O
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- Clinical evaluation
Medical history. Developmental progress should be -
\monrtored carefully. If there are delays or lags, the child
. should be referred to an early intervention program for '
further assessment. - - . '
Enyironmental history. State and local 'health depart-
© ments may provide additional questions about local exposure
‘SOUICES. . ' : o B
f ;
Nutrmonal status Ident1ﬁed nutntlonal problems should
be corrected "
. Deﬁcrenc1es of calc1um and iron may mcrease lead absorp—
' tron or toxicity.

e A diet high in fat may résult in increaSed lead abécrption.

o Because more absorptlon of lead may be mcreased when
the stomach is empty, the scheduling of srnaller and more
frequent meals may be helpful :

Physncal exammatmn. Frn’drngs of language delay or
other néurobehavioral or cognitive problems should | '
prompt referral to appropriate programs. Children may
need early intervention programs and further examina- ‘
tions during the early school years to facilitate entry into
an appropnate educatronal program..

- 108 .
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¢
5.

. 6. 2 Prov1de famﬂy lead educauon and
N referrals. ‘

v

. See Sectlon 4 for toplcs that should be covered as patt of
famlly lead educatlon ‘ -

RS

Refer children for appropﬁate soc1a1 serviees if prbblerhé |
. such as inadequate housing, lack of routine health care,or -
. -'need for early intervention educational services are discov-

|>. - ‘_‘1 o o e CyL
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[Civaprer 45 Rofies of Child Health-Case Providens|

| _Farnily lead 'education- and -'re'fe.rrals

. The ﬁrst opportumty to educate famrhes about the causes
“and consequences of a child’s elevated BLL usually occurs in =~
the health-care provider’s office. Health-care providers -
- should discuss both short-term repercu551ons of elevated - ,
BLLs (e.g., the need for follow—up testing and treatment, the
" need to control lead hazards in the child’s env1ronment) and . .
* . long-term repercussxons (e.g., the potential for future learmng_ .
. problems, the ava_llabLhty of early-intervention services). -

 Health departments- may provide printed materials,
fhpchans and videos that. can assist in: the famxly-educa— '

- tion process

The health depanment may a]so prov1de referral sources,
~~ -suchas so<:1al-serv1ce agencies, parent-support groups and
housmg services. : :

108
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Chapees 4 Roles of Child Healdh-Case Providers|

. . . ) - \
. . . -
.

6.3. Provide appropriate chelation therapy. :

" A child with a BLL>45 ug/dL should be treated promptly
" with appropriate chelating agents and be removed from
sources of lead exposure. | - O

BLL testmg for chrldren undergoing chelation. - _
.. Before chelat10n therapy is initiated, a child with a BLL <70 o
ug/dL should have a second BLL test, performed on a
venous specimen, to ensure that therapy is based on the most .
- . recent and reliable information possible, Children with -
. 'screenrng BLLs of 60-69 ﬂg/dL should have a venous: BLL
test wrthm 24hours.”

‘Chrldren wrth BLLs >70 ﬂg/ dL should have an urgent repeat
- BLL test, but c¢helation therapy should begrn immedi- "
‘ately, and not be delayed until the test result is ava11ab1e

e A ch11d who is recervrng chelat10n therapy should. be tested at’
" least once a month. When chelatlon is tenmnated BLLs
~ should be monitored frequently until sources of lead expo-
sure have been 1dent1f1ed and addressed '

A LE

10

o _
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b

R ‘Chelanon therapy

 Chelation therapy should be mmated unmedlately for all .
children with an initial screening-test result that is >70 .
ug/dL. If such an. elevated BLLis obtained on'a fmgerstlck
-sample, the health-care prov1der should ordér an immediate -
' diagnostic test and consider initiating chelatlon while that "
‘test:is being performed if there is reason to believe that
... the results of the screening test.are accurate (eg, ifit '
- was obtamed by a skilled pblebotomzst under controlled '
- condztzons) - : "

,iigﬁ* L
I
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Chapter 4 Roles of Child Health-Care Providers|

6.4 Ptov1de follow-up BLL testmg at
- apptoptlate 1ntetva1s o

_ \Chlldnen who are recervmg chmcal management should be -
_tested at 1t 2-month mtervals until these three conditions’
are met: : -

1) The BLL has ‘remamed <15 pg/dL forr~at‘1east~'6_ months, -

| 2) Lead hazards eg., ch1pp1ng, peehng, lead based pa1nt
t.tadmonal remedles etc have been removed and

C 3). T-here are no new exposureS‘ :

. When these condmons are met chﬂdren should be tested
- appxox1mately every 3 months T

Children for whom these three conditions are met and who _
“have reached 36 months of age no longer need to recelve P
follow-up testlng ' " : o

1 ‘ _
O )
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Lo oo

| ‘~Follow-1'1.p testing

A follow-up test is a venous BLL test used to monitor the
status of a child w1th an elevated BLL ona dlagnostlc

. _test

il

\ :
Chﬂdxen who are rece1vmg chmcal management should
‘receive follow-up testing to monitor the effecnveness of -
- services they receive (e.g., lead educanon home visitation -
. and env1ronmenta1 mvesnganon lead hazard control chela-
_ non therapy) : :

oi12 L
.
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Chapaes 42 Rolles off Child Health-Case Providens|
7. Participat'e in a follo_w—up team.

Table 4.3. Comprehenswe follow-up serv1ces accordmg
to dlagnostlc BLL -

BLL
Action
(ng/dL)
Reassess or rescreen in 1 year. No additional action

<10
: necessary unless exposure sources change.

Provide family lead education.
10-14 | Provide follow-up testing.
Refer for social services, if necessary.

Provide family lead education.
Provide follow-up testing.
Refer for social services, if necessary.

15-19 A iepins persist (i.e., 2 venous BLLs in this range at least 3
months apart) or worsen, proceed according to actions for
BLLs 20-44.
Provide coordination of care (case management).

20-44 Provide clinical management (described in text).

Provide environmental investigation.
Provide lead-hazard control.

Within 48 hours, begin coordination of care (case
45-69 | management), clinical management (described in text),
v environmental nvestigation, and lead hazard control.

Hospitalize child and begin medical treatment immediately.
Begin coordination of care (case management), clinical
management (described in text), environmental
investigation, and kead-hazard comrol immediately.

>70

* A dlagnostlc BLL is the first- venous BLL obtamed wnthm 6 momhs
I of an elevated screening BLL:* :
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i

" The follow-up team' and comprehenswe follow-
up serwces '

-

: Gomprehensive services are best provided by a team that -
includes the health-care provider, care cobrdinator com-
mumty-health nurse or health advisor, enwronmental

_ specialist; social services liaison, and housmg spec1ahst

‘Coordination of care, environmental services (i.e., identi-
fying and controlling sources of lead exposure) and. reloca-

“tion to safe housing are typlcally prov1ded or coordmated
by the health departrnent :

Becausc chil'dhood lead exposure is likely to be
assqciated with poor and deteriorating communitiés,

~ children with elevated BLLs may also have problems
such ds inadequate housing, lack of routine medical -
care, and poor nutrition. Children may-also need
“educational services, and the team may be instrumen-

tal in ensuring that children with a history of elevated,
BLLs receives early intervention. or special education
services for which they are ellglble. ‘

114
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| '_ 8. Collaborate w1th pubhc health
| agenc1es.,,_

. Health departments and chﬂd health—ca:e pnovxders should
o interact ina number of ways ‘ . :
. .'They should exchang’e _information'on_ local‘exo'oSures: to
lead.- T . : .

* b' Pnov1ders should put complete 1nformatmn on laboratory
. BLL test-reqmsmon slips and should report children

.~ with elevated BLLs to the health department aspre- B .

' qu1red

. Health departments should collect lab data analyze it and o

-~ prepare repons for pnov1ders and the pubhc

o .. Pnov1ders should encourage health depanments to rev1ew .

’ v'_data and to ad]ust scneemng recommendauons as neces-

‘sary.

G J ~
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Chapres % Roles of Child Healib-Case Providess|

7

" Worklng w1th tt_ie ‘health depéftm’erit

" . Some states require that laboratories report the results of all -
. _children’s BLL tests, along with demographic and address

- information. These reports are the foundation of BLL: :
survelllance systems and depend on complete and accurate o
' 'mformanon bemg placed on the lab shp by the prov1der o

o On the basis of survedlance 1nformat10n and other informa-
“tion from health-care providers, : state and local health depan—

ments will be able to review and i unprove screening recom-.

. mendanons so that théy are as eﬁ”ecnve as p0351ble
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CDC Resources and
Information for Implemen-
tatlon of Gmdance '

"The gu1dance in thls document calls upon state and local
_ health depanments to use data and an inclusive process to
. develop screening recornmendatxons Some health depait- . )
ments are already carrying out this process. Others will need" '
- support for additional efforts. CDC provides resourcesand ~ @
support to health deparlments to ensure that this gu1dance is
implemented in an eﬂ’ecnve and timely way:

- ‘ Statewide plan; _ CDC gives technical assistance to health
.. departments in the statewide planning process and inthe
dissemination of screening recommendations.

~ 'Census data. U.S. census data are available from many -
sources. CDC offers assistance in analyzing and displaying-

. - these data, and, with other Federal agencies, has future plans
to make appropriate parts of the census data files available on
the Internet to support lead p01somng prevention -
activities, . : .

- Grantprogram. CDC provides funding to states and R
localities through the State and Community-Based Chlldhood o
Lead Poisoning Prevention Program grants for screening, for -
ensuring that follow-up care takes place, and for lead educa-
tion and monitoring and surveillance activities. In the future,
CDC will support grantees in developing and disseminating

: scxeenmgrecormnendanons - 117 ‘

. . -
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Blood lead surveillance data. CDC assists state and local -
. lead programs in collecting, managmg, analyzmg, and -

dssermnatmg surveillance data, and in evaluating the useful- - B

. ness of these data for statew1de planmng

' Outredch and commumcanon CDC prov1des ‘materi- ST

alsand techmcal assistance to health depanments to aid
thern in communications with other agencies, child health-
care prowdexs managed—care organizations, and the pubhc
. For example, CDC provides a prototype for a handbook for
health-cane prowdexs (See SectionA) .. . ¢ :

Llst of addmonal ‘mformatlon avanlable"frbth éDC.’

A Support for Chlld health -care provnders a
" " prototypic handbook for providers. For use by
- health departments in preparing materials for health-care -
S prov1dexs this temiplate includes background mfoxmanon '
.and space for additional state and local matenals suchas
© state policies, screening recommendations, patient- a
. education brochures, and local referral sources. -

B. Developing a statewide plan: materials for .
C '_exammmg and’ analyzmg data.and makmg
© '+ - screening reeommendanons For use by- state and”
. local health officials and epldemlologlsts andtheiradvi-.
sors in decision makmg, these matena]s provide unportant .

- background.

B.l,L Update} Blood Lead Levels-United States, 1991~ .-
1994. Morbidity and Mortality Weekly Report, .
. February 21, 1997.. MMWR article containing data -
from Phase 2 of the Third Nanonal Health and

o Lo “118
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A g @I}nm]p@@fr 5: Resousees |
© . Nutrition Exammatlon Survey (NHANES III) from -
1991101994, |

"B.2 Brody DJ, Pirkle JL, Kramer RA, et al. Blood lead .

.- levels in the U.S. Dpopulation: phase 1 of the Third
National Health and Nutrition Examination Survey S
(NHANES III 1988 to 1991) JAMA 1994 272 277-— :

83. . - :
- B3 Prrkle JL, Brody DJ, Gunter EW et al The. declme m_
" blood lead levels in the Umted States: the Natzonal
" Health and Nutrition Examination Surveys’
" (NHANES). JAMA 1994;272: 284-91.

‘B. 4 Costs and beneﬁts ofa unw'er'sall screenmg program - |

A

* for elevated blood lead levels in 1-year-old children. -
- Cost-benefit analysis performed by scientists w1th1n :
L and outsrde CDC
' B 5 Relatzonsbzp between prevalence of BLLs >10 pg/dL’
.and prevalences above other cut-off levels. Table of
expected proportions of children with BLLs hrgher _
~ than selected thresholds, given d1fferent '
B prevalences of - elevated BLLs.

| B. 6 Exact conﬁdence intervals for some b}potbetzcal _
' _estimates of prevalence of BILs >10 ug/dL by num-
- ber of chzldren screened

B. 7 Condmons reqmred for a source of lead to be a lead
‘bazard. :
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B8 Samples of Medzcazd contract language on cbzld—
hood blood lead screenmg :

. B.9 List of studzes of effectweness of personal-risk ques-
" tiomnaires for selecting cbzldren for blood lead ‘
. screenmg : :
C Matenals for Laboratorlans '

C 1 Tbe lead laboratory A summary of laboratory .
issues, mcludmg quahty assurance and accredita-

tion, : ' 0
. _C'.2 Capilldry blood saMpling p_rotocol..

C. 3 Profzczency testmg and qualtty control

, | Table A: Proﬁcrency Testlng Programs for Lead
Laboratories

Table B: Quallty Control Matenals for Use ih |
Blood Lead Testlng : : -

Table C: Quahty Control Matenals for Use in
v Urme Lead Testrng »

g Table D: Quallty Control Matenals for
_ Erythrocyte Protoporphyrin Tests

§ .
. \)
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‘ Chlldhood Lead Po1son1ng
Prevent10n Research
Prlorlt1es

Tfweareto improve lead poisoning pfevenlion sttat_egies, ‘we
need additional research in the following areas: -

D Effectiveness of intefventiorls' aimed at 'prevennh'g or
. reducing elevated BLLs and their adverse health eﬁects .
among; chﬂdnen including studies of: -

- The effectiveness and cost eﬁectiveness of interven-
tions to control lead: hazards in housmg

e The elfecﬁveness of famlly educatlon about lead
_ poisoning prevention in preventing BLL .
) elevau_ons or in reducing already elevated BLLs. '

‘e The effectiveness of chelatiod therapy in preventing or
- reducing neurobehavioral effects of elevated BLLS
- . especially among chﬂdnen with modestly elevated -
- BLLs.

2 Bamiersto scneemng and other lead p01somng preventlon ‘
. activities, especially in places w1th lugh prevalences of -
elevated BLLs. -

121 .

" Screening Young Children for Lead Poisoning l 15



Chajptes 63 Reseatch Priorities
- 3) . Prediction of places with high and low prevalences of
.elevated BLLs. Such information could be used to allocate
~ resources and target eﬂ’orts _

“ 4 Methods ofidentifying individual children with BLL
' >20 yg/dL including research on the use of the personal- T
. sk quesuonnaxre : .

5) The 1mpact of new laboratory methods mcludlng hand-
- held and clinic-based BLL analyzers, on prevenuon
programs and BLL momtormg :

6 The contnbutron to elevated BLLs in children of nonpamt ;'
. sources of lead exposure, including studres of exposure to.
- lead taken home from workplaces of adults N

122
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Glossary | o e
Included below are two sets of deﬁnltlons One setis generally
used in pubhc health, child health éare, and preventive medl-
cine. The second set is specific.to thls docurnent

1 Genetal ‘ L . Speciﬁc‘to tlus document‘ '

Antnclpatory guldance is. the,‘- Antwnpatory gundance s - the

education provnded to parents or Ieducatlon provnded to parents or I

» ) N caretakers during a routiné . “caretakers durmg a routine * .
e prenatal or pediatric Visit to A - prenatal or pedlatrlc VlSlt to. ./
‘ prevent or reduce the risk that ./ - preventor réduce the risk that *
.+ their fetuses or children will -+ - their fetuses or children will
- develop.a’ pamcular health L "develop lead ponsomng
- problem., L

J In general anuc;patory guxdance ‘
. for lead should include mforma- ’
L tion about the dangers of - .

" deteriorating lead- based pamtm =
_homes and of i improper renova- . ",
" . tion'or remodeling that dlS[UI'bS
o , : B ’lead basedpamt o
. .Assessment is thé process, .~ = R
{anally carried outor coordinated ~ ;- O
byapubhchealthagency,of ST

. deterrmmng the nature and extent . AR

-of hazards and health problems ‘
w1th1na ]UI'lSdlC[lOl'l T

_ Ablood lead level (BLL) is the .-
S . .. -concentration of lead ina - - - '
R ... sample of blood. This

‘ " -.concentration is usually. .
.. expressed in micrograms per ,
- C deciliter- (4g/dL) or micro moles
<. ... perlier(umol/L). One. .
S .yg/dL is equal to 0.048 umol/L
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" General

Specific to, this' document:

Care coordination is the formal

coordination of the care.of a -
child with a BLL that excéeds a

specific value—as determined

:by local-or state officials—and - -
. the assurance that services '
'needed by that Chlld are |

' provided. :

that is usually performed by.a-
child health:-care provider. It

2) family lead education and
referrals; 3) chelation therapy, if -

.approprnate 4). follow-up testmg
©oat approprlate intervals.

o Cllmcal management is the care’ .
- of a child with an elevated BLL.

. includes 1) ¢linical evaluation for L
complications of lead .poisoning; -

Lo b

A diagnostic test is a laboratory

test used to determme whether .

-a person has a. partlcular health
7. problem. -

A dlagnosuc test is the first

“venous blood lead test -

performed within 6 months 6na "

- child who ‘has previously had an -

elevated BLL on-a screening test.

A follow-up testis a laboratory

test for the purpose of

" momtormg the care of a:person
" with a particular health
‘ ‘problem _

O

A follow-up test referstoa '
blood. lead test used to monitor

the status of a child with a
previously elevated diagnostic-

test for lead.-

wll Toxt Provided by ERIC
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General =~ " Specific to this document

A ]unsdxcuon is the geographlc
area over which a'state or local
government has political author-
ity. Counties and incorporated - -
places, such as cities, boroughs,
towns, and v1llages are examples
of 1unsd1cnons One jurisdiction
may lie partially or totally within

- another, such as a county wnthm
a state

. - Alead poxsomng prevention
A . progtam is an organized set of
' activities, including primary and
-secondary prevention activities,
.to prevent childhood lead
poisoning.

A personal-risk questionnaire is
administered by a child- health-
.. - care provider to the parénts or

- guardians of a young child'to -
help determine whether that
child is at increased risk of
having an elevated BLL. The - -
personal-risk questionnaire is one -

-. component of an individual nsk
evaluatnon

A place is any geographic area. ’

Prevalence is the percentage of Prevalence is the percentage
. a population with a parucular of a population with an -
characteristic. . . elevated BLL.

rimary prevention is, the .
prevention of an adverse health
effect in an individual or
. population. One method of
accomplishing this.is reducing
or eliminating a hazard in the
environment to which an . - '
individual or populatnon is S 1 2 5

exposed.
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- ' : .General " Specific to this document -

A recommendation area is a
place for which a public health
agency makes a.

' recommendatlon on how to -.

" screen resident children for lead
poisoning. A recommendation : -

' _ -aréa can be a countty, state,

oo .. c¢ounty, city; or other place.

“Screening is a method, usually gy, scteening'for lead - ‘

involving a physical - - | poisoning is the routine
examination or a laboratory test * measurement of BLLs in
. to-identify asymptomatic - asymptomatic children. .

individuals as likely, or -
unlikely, to have a partlcular
health problem :

Lo

A screenmg ptogtam consists of A séteenin'g'ptogkam for lead - -
- screening for a health problem, . poisoning is BLL screening, the _

a diagnostic évaluation for . diagnostic evaluation of
those with positive screening-.  children -with elevated BLLs '
. test results, and treatment for  -and the provision of '

" those in whom the health " . educational, environmental,
problem is- dnagnosed * . medical,s -and other services o
: children found to have elevated
. BLIs A screening program is -
-one component of a childhood. -
~-lead poisoning preventlon o
-program B

1
()
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. General

. Specific to this document

A screening test is a laboratory.
test to identify asymptomatic |
"individuals.as likely or unlikely
" to have a partrcular health
problem

A screening test for lead

poisoning is a laboratory test for

‘lead that is performed on the -*

blood of an asymptomatic child

‘to determme whether the child-
- .has an elevated BLL.

Secohdary prevention is the.
prevention or slowing of the

. 'progression ‘of a health problem
- in affected individuals. -

' Secondary prevent:on is the.

identification of chrldrerl with
elevated BLLs and the .

_prevention: Or reduction of

further exposure.of those

T chrldren to lead_ .

Targeted screening is the BLL

_screening of some, but not all,

children in a recommendation -

 rarea. The selection- of children to”
" be screened is based on the ,
_presence .of a factor that places . -

these chrldren at increased rrsk

" for lead’ exposure .

: Umversal screenmg is the BLL
}'screenmg of all children at ages
. land 2 ina recommendatron '

i area

‘127 k
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